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Epidemic Encephalitis in Association with Pregnancy, 
Labour, and the Puerperium—A Review and Report 
.of Twenty-one Cases.* 


By FREDERICK Roques, M.A., M.D., M.Chir., (Cantab.), 
E.R.C.S. (Eng;). 


(Resident Medical Officer, Chelsea Hospital for Women). 


INTRODUCTION. 

{ had the good fortune some months ago to obtain the loan 
of the notes of 18 patients in whom epidemic encephalitis com- 
plicated pregnancy. These patients all came under the care of 
Dr. Arthur J. Hall, Professor of Medicine in the University of 
Sheffield. My sincere thanks are due to Dr. Hall for much kind 
assistance and personal interest in the preparation of this Review 
and for allowing me to make use of his cases. 

To these 18 cases I have added another three, two of which 
were treated at some time during the course of their illness in the 
wards of the Middlesex Hospital under Mr. Comyns Berkeley and 
Dr. Cockayne, Mr. Berkeley and Dr. D. Evan Bedford, res- 
pectively. The third case was under the care of Mr. Victor 
Bonney. To all these gentlemen I am much indebted. 

In order to widen the outlook on the many problems which 
arise when a pregnant woman becomes infected with epidemic 
encephalitis,, I have ‘collected from medical literature some 200 
cases. The total might have been greater if adequate details had 
been forthcoming in every ease which has been reported. Of the 
201 cases acute epidemic encephalitis complicated pregnancy in 
171, while the remainder were cases in which pregnancy was com- 
plicated by chronic epidemic encephalitis. 

In spite of the widespread interest in the disease since the 
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publication of von Economo’s paper"™ in 1917, there are relatively 
few references to its association with pregnancy, although from 
time to time series of cases have been reported and analysed. 
Jorge, for instance, in 1921 reviewed 23 cases reported by various 
authors; Bompiani!® in 1924 described and discussed a series of 
seven ; others have written on various aspects of the question but as 
vet, to my knowledge, there has been no attempt to collect and 
correlate all the facts which have been observed. In this review 
I propose to marshal the evidence and to investigate the inter- 
relations of the two conditions. 


ETIOLOGY 
General. 

Epidemic encephalitis is believed to be due to a filtrable virus 
the mode of entry of which to the central nervous system is 
not with certainty known, but which causes in that system patho- 
logical changes peculiar to epidemic encephalitis, which is there- 
fore a disease ‘‘sui generis.”’ 

Epidemiology. 

During the ten years which have passed since von Economo’s! 
first description of the disease, epidemics have frequently been 
reported from almost all parts of the civilized globe. In this 
was made compulsorily notifi- 
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country “encephalitis lethargica 
able from January Ist, 1919. 

In 1924 the incidence of the disease was peculiarly heavy, large 
outbreaks being reported in Europe, America and Japan. Great 
Britain did not escape; 5,036 cases were notified in England and 
Wales, 1,407 of which were fatal. This is by far the highest figure 
ever reported in these islands, the year 1925 being second with 
2,634, of whom 1,372 succumbed. Of the large towns, Glasgow?! 
and Sheffield’? were those most severely affected. In the former, 
398 cases were notified ; in the latter, 301, representing an incidence 
rate of 0.57 per 1,000 of the population. 


Seasonal prevalence. 

The disease is more common during the colder months. The 
number of cases increases towards the end of the year, climbs 
to a maximum in the early spring and then gradually declines. 
This seasonal prevalence is well exemplified in the British 
epidemics of 1920-21 and 1923-24. 


Age and Sex. 
\lthough persons of all ages and both sexes are liable to attack, 
Wynne"? has shown that on the whole there is an increased 
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susceptibility to infection in males, 58.4 per cent. of the Sheffield 
cases being of that sex. Schulze’? goes further and states, as 
her opinion, that the male incidence is considerably higher than 
the female. 

Hall and Yates®® have shown that there is an increased liability 
to death in females; moreover, the number of patients of that sex 
infected varies directly with the severity of the disease. They 
classify their cases into ‘‘mild,’’ ‘‘moderately severe’’ and ‘‘severe”’ 
groups; the proportion of females is lowest in the first, highest 
in the last group. They emphasize the fact that the increase in 
the female cases occurs at the lower age periods, especially below 
the age of fifteen years, implying that the greater the severity of 
the disease and the younger the patients the greater is the pro- 
portion of females. 

Moreover, in the age period 25 to 35 the number of females 
attacked in the ‘‘moderately severe’’ group is exactly equal to the 
number of males—a matter of supreme importance since many 
pregnancies occur at that time of life. The importance of this 
observation is threefold. 

Firstly, it must be remembered, when assessing pregnancy as 
a factor predisposing to attack; the relative increase in female 
cases between the ages of twenty-five and thirty-five apart from 
pregnancy makes doubtful the effect of the latter in increasing 
susceptibility. 

Secondly, it is to be noticed that the increase takes place in 
the ‘‘moderately severe’? group, in which the symptoms are better 
marked and the mortality higher than in “‘mild’’ cases. Allow- 
ance must be made for this when estimating the influence of 
pregnancy on the disease. 

Thirdly, since many women become pregnant for the first 
time between the ages of 25 and 35 it is to be expected that the 
incidence of the disease is higher in primigravidse than in multi- 
pare. 


Pregnancy as an etiological factor. 


Authorities are not agreed about the effect of pregnancy on the 
incidence of the disease. Ricardo Jorge®? writing in 1921 noted 
that out of 194 mixed cases in the Portuguese epidemic of 1919, 
five were among pregnant women, an incidence of 2.6 per cent, or 
about 5.5 per cent, of the total female cases (87). In Vienna during 
1920-21, of 71 mixed cases, six were in pregnant women, about 
8 per cent.; or 25 per cent. of the total (24) females attacked. Jorge 
concludes that the pregnant ; 
susceptibility to the disease, 


woman has a_ slightly increased 


Marinesco® reports two pregnancies 
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in nine cases—-22 per cent.; Dimitz*! five out of 20—25 per cent.; 
Sternberg! five out of 14-—35.7 per cent.; Bassoe! one out of 10 

10 per cent.; Strecker and Willey! found a 28 per cent. 
incidence in a series of 14 unselected cases, they comment upon 
the rarity of such a high percentage. Pitimada*® believes the 
pregnant woman is more liable to attack because of a general 
lowering of her resistance. Bertoloni,!? on the other hand, in 
analysing 87 cases of epidemic encephalitis in association with 
pregnancy concludes that the pregnant woman is no more liable to 
the disease than her non-pregnant sister. Price® in a series ot 
78 found a 2.5 per cent. incidence. 

Two cases only were associated with pregnancy out of 398 
reported in Glasgow?! in 1924. Of the 301 Sheffield’? cases 125 
were females; but only 66 in females of child-bearing age, three 
of whom were pregnant. Thus 4.5 per cent. of ‘eligible’? women 
were pregnant; or 2.4 per cent. of the total female cases were 
associated with pregnancy ; or one per cent. of the total male and 
female cases were among pregnant women. 

But nine of the twenty-one cases here reported occurred in the 
town of Sheffield. Only three were notified in 1924, the remaining 
six came under observation later, on account of recrudescences or 
residual manifestations following a primary attack which, on 
account of its mildness, had escaped observation. At once a 
fallacy arises in the percentages arrived at in the preceding para- 
graph. If the six ‘‘missed’’ cases be added to the totals of 3o1, 
66 and 3, the new figures of 307, 72 and g are deduced. The 
percentages that follow are: 


12.5 per cent of women of a child-bearing age were attacked. 
7.2 per cent. of the total number of females who suffered from 
epidemic encephalitis were pregnant. 


In order to avoid fallacy and to make these new figures accurate 
it would be necessary to add to the total of 307 all the other cases 
in which primary attacks were not notified but which developed 
obvious residua later. This clearly is impossible ; but if it could be 
done it is highly probable, in view of the very large number of 
cases, that the above percentages would suffer a diminution instead 
of an augmentation. It is more logical, therefore, to let the series 
4.5 per cent., 2.4 per cent., one per cent. stand for what they are 
worth. What deductions are to be drawn from this evidence ? 

One fact stands out above all others—those who study small 
series of cases find epidemic encephalitis and pregnancy associated 
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in a very much larger percentage 
large numbers. 
This is shown in the following table :— 


of cases than those who study 


Cases with Pregnaney 








Authority. Total Cases. as a Percentage. 
U.S.A.76 864 2.7 per cent 
Glasgow?21 398 OS ss 
Sheffield epidemic 301 1 i 
(Med. Res. Rep.)*2 
Jorge57 (Portugal) 194 265; 

(Vienna) 71 8 a3 
Price90 78 Bea ss 
Dimitz31 20 25° 4; 
Strecker & Willey107 14 2a) 
Sternberg105 14 Gry eee 
Marinesco68 3) 7 re 
Bassoe,!0 10 10 


” 





All these figures really do is to emphasize the importance of 
studying large numbers of cases. It would not be possible to 
draw a truly logical conclusion without knowing the percentage of 
women of child-bearing age who were pregnant at the time of any 
given epidemic. This figure must always be an unknown quantity 
and, therefore, a proper and just judgment on the point cannct 
be given. The evidence available, however, most certainly sup 
ports Bertoloni!? in his conclusion that pregnancy does not increase 
susceptibility to the disease. 


Conclusions. 

1. The percentage of pregnant women infected has been 
variously estimated at from 35 to .5 per cent. 

2. In general terms it can be said that opinions, upon the 
question of incidence among those who are pregnant, vary 
inversely with the total number of cases studied. 

3. Authors who report large series are, in general, agreed that 
the number of pregnant women infected in any epidemic is not 
greater than three nor less than .5 per cent. of the total cases and 
conclude that pregnancy does not predispose to encephalitis. 

4. There was an_ increased liability to moderately severe 
infection among females between the ages of 25 and 35 irrespective 
of pregnancy, in the Sheffield epidemic. This fact considered in 
conjunction with the incidence among the pregnant women in that 
epidemic (one per cent.) shows that pregnancy does not increase 
susceptibility to the disease. 
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PATHOLOGY. 


Although the site of the primary infecton and the nature of 
the causative virus are not vet definitely known the morbid 
anatomy of the disease is now established on a firm basis. There 
is general agreement that the autopsy findings are the same in 
gravid and non-gravid cases. Di Francesco*® in a recent publi- 
cation confirms this statement, previously made by Sternberg .? 

Post-mortem examination of the bodies of infants dead at birth, 
soon after birth, and of unborn foetuses, have usually been nega- 
tive in character. Important, and in some ways startling, findings 
have, however, been made on rare occasions. 


The Mother. 

The number of autopsies performed on those afflicted with 
epidemic encephalitis while pregnant is now sufficiently large to 
show that the pathology is the same whether the disease occurs 
in the pregnant or non-pregnant woman. 


MACROSCOPIC CHANGES. 

One of the most striking characteristics is the paucity of naked- 
eye changes. 

The meninges may not show any alteration or they may appear 
slightly congested as in cases of Achard! and Bassoe.® Of 
occasional] occurrence are meningeal hemorrhages, usually of 
minute dimensions and situated beneath the pia mater. Such 
hemorrhages were found by Couvelaire and Trillat?® in a case 
remarkable for its wealth of post-mortem findings. Souques and 
Bertrand’ record a particularly intense meningeal congestion. 
Slight, but definite, opacity of the pia mater is sometimes seen. 

The meningeal congestion gives to the brain, as a whole, a tint 
of red deeper than the normal. The brain may be oedematous, as 
in Bassoe’s case)? 

On section, similar signs of congestion are evident. Variable 
in extent and deyree the hyperemia is almost always best 
marked in the grey matter of the mid-brain and contiguous parts. 
Often no naked-eyve abnormality is discovered beyond a. slight 
pinkness in this situation. Sometimes, however, the hyperemia 
extends to the white matter and may involve the cerebral cortex 

id cerebelluin, as in the autopsy performed by Couvelaire and 
Trillat?®, or to the cervical cord, as in that of Marinesco.® 


MICROSCOPIC CHANGES, 
s| 


(a) ( hanges in the blood vessels. 


1 microscopical changes fall into two groups: 


b) Changes in the nerve cells. 
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(a) Changes in the blood vessels. These are vascular and pert- 
vascular, and are found with the greatest frequency in connexion 
with the small venules, though occasionally the arterioies also 
suffer, as in Poligone’s®** case. The fibres of the vessel wali are 
dissected and infiltrated by numbers of cells which cause disten- 
sion of the perivascular lymphatic space. This ‘‘perivascular 
cuffing’’ is the most constant and important change, but is often 
patchy in its distribution. It was apparently absent from Turen- 
ne’s'!? case which exhibited typical symptoms of encephalitis before 
death. For the most part the cells are small lymphocytes with 
well staining nuclei, a few are large lymphocytes and some are 
laden with pigment granules. Here and there small microscopic 
collections of cells massed together are sometimes found. 

(b) Changes in the nerve ceils. The changes in the nerve 
elements themselves appear to be slight relatively to the severe 
and often widespread character of the symptoms. Degeneration 
of the nerve cells is the usual finding, but this degeneration is 
variable in extent and degree. Sometimes it may be limited to 
small groups of cells, at others it is extensive and involves consider- 
able numbers of cells over large areas. Thus, in Turenne’s™? case 
no such degenerative changes were present, whereas in that of 
Couvelaire and Trillat?® they were so extensive as to involve 
practically every part of the brain above the pons. Achard,! 
Marinesco®’ and Poligone®® record more typical cases in which 
areas of degeneration were found in the usual sites. Neuronophagy 
may or may not co-exist. Its absence was observed by the three 
above named workers in their cases associated with pregnancy. 


The topography of thé lesions. 

All writers emphasize the tact that in the large majority of 
cases the heaviest incidence of the attack falls upon the grey matter 
of the mesencephalon, The most marked changes, vascular and 
nervous, are usually evident in the crura cerebri, extending thence 
upwards and downwards with gradually diminishing intensity to 
the basal ganglia and pons respectively. Such cases are referred 
to by Poligone®* who found the maximum abnormality in the locus 
niger three times out of four. Bompiani!® likewise accentuates 
the importance of these parts peduncles, basal ganglia, and pons 

in the selective morbid) anatomy of the disease. chara! 
described his most intensive changes as being present in the 
substantia nigra, a most important region in epidemic encephalitis, 
for Parkinsonism is now known to be due to destruction of cells 
in the black subsiance. It seems that the disease finds a 
particularly suitable environment there, lingering on long after 
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the rest of the brain is free. The cerebral cortex is not often the 
site of attack. Bassoe,!° in addition to pathological findings in 
more typical places, found involvment of the left frontal cortex. In 
a similar way cases occasionally crop up with cerebellar involve- 
ment as described by Couvelaire and Trillet.2° Rarely is the 
cervical cord the seat of most marked changes. This was the case, 
however, in Marinesco’s® autopsy in which the degenerative and 
vascular alterations became less marked as the higher reaches of 
the brain stem were approached. 


The Child. 

The records of post-mortem examinations performed on the 
bodies of infants born of encephalitic mothers are singularly incom- 
plete. The frequent omission of any reference to autopsies on 
foetuses or still-born infants is of sufficient significance to warrant 
the conclusion that the foetal and infantile mortality are due to 
general causes rather than to a specific invasion of the foetal 
nervous system by the virus of the disease. A similar absence of 
recorded post-mortem examinations on infants who have survived 
a few days or weeks, suggests that infection of the child by its 
mother is rare. 

On the other hand there are two recorded cases which prove 
beyond all doubt that transplacental passage of the virus does 
occasionally occur. In 1g21 Marinesco®*® published a case of 
epidemic encephalitis in a woman five months pregnant. She 
died after an illness of three weeks without delivery of her child, 
the absence of whose foetal heart sounds was noted the day before 
her death, foetal movements ceasing at the same time. Post-mortem 
examination of the central nervous systems of mother and foetus 
revealed changes characteristic of epidemic encephalitis. The 
hyperzeemia and perivascular ‘‘cuffing’’ found in the foetal brain, 
remove all doubt as to the possibility of transplacental passage. 
Hall** refers to a similar case reported by Kononowa in Moscow. 
Santi!’ found typical changes in the brain of a child who died 
a few days after birth. Clearly it is possible that in this case 
infection occurred after birth. 

Bassoel? described the occurrence of petechial haemorrhages in 
the pleura, kidneys, bladder and stomach, in an unborn foetus 
whose mother died of typical epidemic encephalitis. It is of 
significance that he makes no reference to any changes in the 
foetal nervous system, while describing at length characteristic 
alterations in that of the mother. Benthin'™ describes an autopsy 
on an infant dead twenty hours after delivery by vaginal Czesarean 
section, in which he found haemorrhages in the choroid plexuses 
and hyperemia of the meninges. 
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Achard! could discover no abnormality in the brain of a child 
stillborn at the sixth month. The post-mortem findings in the 
mother were typical. 

Commandeur and [parvier*4 refer to a case in which large 
meningeal and intraventricular hemorrhages were found in an 
infant dead 15 hours after a precipitate labour, the latter determin- 
ing the post-mortem findings. 

Hallé“ was unable to demonstrate anything pathological in the 
body of an infant who died with encephalitic symptoms a few 
days after onset at the age of four months. The mother was 
attacked with encephalitis while suckling the child whose symptoms 
appeared a few days later. 

Bacialli and Scaglione’ in a similar way record negative 
findings in three cases of infants dead within a few days of delivery. 


CLINICAL MANIFESTATIONS. 


THE CLINICAL MANIFESTATIONS OF EPIDEMIC ENCEPHALITIS 
IN THE PREGNANT WOMAN. 

From what has been said of the pathology of the disease it is 
evident that epidemic encephalitis must be associated with a 
multiplicity of symptoms, the latter depending upon the part or 
parts of the central nervous system attacked, and upon the 
intensity of the attack in any given area. A virus which can cause 
pathological changes from the mid-brain upwards to the frontal 
cortex and downwards to the spinal cord, will necessarily give 
rise to many and diverse manifestations. 

Following the onset and the prodromal period the disease 
becomes established in its acute stage which may end fatally, or 
from which complete recovery may take place. The acute attack 
may alternatively be followed by one or other of the so-called 
residual phenomena, or may recur after an interval of more or 
less freedom. Chronic epidemic encephalitis will be more properly 
discussed separately after the acute phase has been dealt with in 
all its aspects. 


The Onset. 

The onset may be sudden or gradual; as a rule the patient can 
tell with some accuracy the day, and not uncommonly even the 
hour at which she was taken ill. This does not mean that all 
the symptoms become evident at one and the same moment, but 
that the time of appearance of the first symptom or symptoms is 
recognized and remembered by the patient. Symptoms at. the 
onset fall into four main groups between which there is considerable 
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overlap; they may be central nervous, gastro-intestinal, catarrhal, 
or general in nature. 

An onset with central nervous symptoms is often marked by 
an overpowering desire to sleep; in other cases the first complaint 
is of diplopia, a symptom which may appear before or after the 
lethargy, while sometimes it exists in the absence of the latter and 
may be the sole manifestation throughout. An onset with apo- 
plectic or epileptic attacks has been described, while in some cases 
delirium (cases 2 and 15), mania or other acute mental phenomena 
dominate the picture. Such cases at their onset may lead to a 
confusion with puerperal insanity. 

Gastro-intestinal symptoms-——vomiting, diarrhoea or constipa- 
tion—may form the first evidence of the incidence of the disease. 
Vomiting in a pregnant patient, as in one of Robinson’s® cases 
and in case 8, has to be distinguished from toxzmic vomiting of 
pregnancy, especially when other symptoms are absent or slow to 
develop. Constipation is more common than diarrhoea. 

In the catarrhal group coryza, bronchitis, conjunctivitis, laryn- 
gitis and pharyngitis are all of frequent occurrence. 

A common mode of onset, according to Hall,* is that with 
general malaise, headache, drowsiness, and slight fever. 

The duration of the prodromal period is, like every feature of 
the disease, subject to considerable variation, but characteristic 
symptoms may be expected to appear within a week of the onset 
in an average case. 


The acute allack, 

The number and variability of signs and symptoms make it 
dificult to paint with clarity a picture which would fairly 
represent the average case. Since the days when Netter’? 
enunciated his three cardinal symptoms—lethargy, headache, and 
fever--it has become known that not only are other manifestations 
equally common but that in some cases not one of Netter’s triad 
is present. The duration of the acute attack is likewise very 
variable, it may last a few days or weeks, or in some cases even 
months. During its course symptoms come and go, sometimes 
changing with remarkable rapidity ; the lethargy for instance may 
last a week or two, then disappear only to return later, perhaps to a 
more severe degree than before. The protean character of the 
symptoms and their capriciousness render classification of greater 
importance, greater than is its usual and more proper due. The 
older writers met these difficulties by describing different ‘‘types”’ 
of the disease, they spoke, for instance, of lethargic, choreatic, and 


hemiplegic types. Before long, as Hall*’ remarks, a state of 




















[-pidemic Encephalitis 11 


affairs was reached in which it became almost a recognized custom 
to invent a new type for each individual case. McNalty® in 
1918 solved the problem by devising a classification of symptoms 
which has been widely utilized throughout the United Kingdom, 
and which has persisted almost unchanged to the present day. 
His ‘classification was adopted by the Ministry of Health in 1922 
and by Hall and Yates,®° writing in Special Report No. 108 Medi- 
cal Research Council. On this basis the symptoms fall into two 
main groups, general and nervous, the latter being again sub- 
divided into positive and negative. From the point of view of 
severity the cases fall into three groups, mild, moderate and severe. 
Often the mild cases escape notice at the time, coming under »bser- 
‘vation later, on account of Parkinsonism or other sequelz; the 
severe cases often terminate fatally. A case which is mild at the 
onset may, without warning, pass into the severe group. These and 
many other facts of importance will be found in the report referred 
to above. 


General Symptoms. 

The general symptoms are those of a toxic infection and include 
headache, fever, vomiting, catarrh of the mucous membranes, 
vertigo, and general achings in the limbs. Of these, headache 
and fever are the commonest. The former often appears at the 
onset and persists throughout the course. It may be of the 
‘“‘veneral infection’’ type, diffused widely over the calvarium, or 
it may be confined to the occipital region. The frequency of its 
occurrence has been observed by many. Smith!* found it in 
87 per cent. and Hall and Yates®® in over 75 per cent. in the 
Sheffield series. It is resistant to treatment by the ordinary 
drugs, and occasionally persists as a residuum. Fever of some 
degree is usually found during the course of the disease. As 
a rule the temperature rises with the onset, remains moderately 
increased for a few days, and then falls again. Though all 
variations have been described the fever is usually only moderately 
severe. Hall and Yates®® noted its occurrence in rather less than 
40 per cent. of cases. 


NERVOUS SYMPTOMS. 
The nervous symptoms are positive and negative. 


Positive. 

Positive nervous symptoms are those indicative of an exalta- 
tion of function of some part or parts of the brain and cord. The 
most important manifestations falling into this group are insomnia, 
delirium, maniacal symptoms, abnormal muscular movements, 
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myoclonus, disorders of the respiratory mechanism, nystagmus 
and neuralgic pains. 

Insomnia is a very common symptom. It would appear to have 
increased in frequency. In von Economo’'s"5 original paper, pub- 
lished in 1917, it was noted once; whereas in the Sheffield epide- 
mic of 1924, 50 per cent. ot cases exhibited this phenomenon. It is 
of considerable diagnostic importance, for during the sleepless 
nights the other symptoms become more marked. Thus niyoclonus 
is exaggerated, choreatic movements are more marked, delirium is 
accentuated. Hall#* regards insomnia as almost pathognomonic. 
Alternation of insomnia by night and lethargy by day is not 
uncommon. del Sole!®? records it in. one of his cases, Klippel and 
Baruk®® observed it in theirs and it formed one of the character- 
istics of case 14. Robinson®® writes of a woman who obtained 
no sleep for twenty consecutive nights. 

Delirium is, of the positive nervous phenomena, second only 
to insomnia. In the Sheffield epidemic it was found in nearly 
50 per cent.’? Kirby and Davis®* in America were struck by its 
frequency. It may be of occupational character, as in cases by 
Hofer,®°> Marinesco®* and Poligone.** All varieties and grades 
have been described from the low muttering type on the one hand 
to the maniacal fury of the lunatic on the other. Hallucinations, 
oiten visual, not infrequently co-exist; or the delirium may be 
associated with delusions. Thus in one of the cases reported by 
Strecker and Willey!®’ the woman was convinced, presumably 
without justification, of her husband’s infidelity; Klippell and 
Baruk’s*® patient refused to believe that the child born to her a 
few hours before was her own. 

The positive excito-motor phenomena play an important part 
in the symptomatology, though these again appear to have evolved 
with the disease. The earlier records of 1917-18 contain a 
relatively smal] proportion of cases in which myoclonus or chorea- 
like movements were present; whereas writers in 1g1g and 1920 
all over Europe reported the prevalence of myoclonic types. In 
the 1924 epidemic such cases were very common, more than 4o per 
cent. exhibiting one or other of the excito-motor manifestations. 

These phenomena have a peculiar interest when viewed from 
the obstetrical standpoint, not because of any greater frequency 
of occurrence in the pregnant, parturient or lactating woman, 
but on account of the obstetrical diseases for which epidemic 
encephalitis may be mistaken. Such confusion is particularly 
common when convulsions, severe myoclonus or choreiform 
movements form the predominant featurg of the encephalitis. 
Cases are by no means uncommon in which other symptoms 
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are, as it were, dominated by those of the excito-motor 
group; or the other symptoms may be slow to make their appear- 
ance. Thus it is that Foulkod,** Bompiani,!© Mercier,7? Kreiss®? 
and Herd,°** all record cases of epidemic encephalitis which were 
mistaken for eclampsia. Case 18 was admitted to the Royal 
Hospital, Sheffield, with the diagnosis of chorea gravidarum. A 
similar mistake was made by Commandeur and Eparvier** in their 
case. It has been suggested that all cases of chorea of pregnancy 
are in reality epidemic encephalitis, an absolutely unwarrantable 
assertion, but nevertheless a statement which serves the useful 
purpose of demonstrating how similar may be the two conditions. 

The excito-motor symptoms present considerable diversity. 
At one end of the scale is the simple spasmodic twitching of a 
few fibres of a single muscle, at the other is the convulsion of an 
epileptic or apoplectic character. Between these two extremes are 
ranked all degrees of myoclonus, choreiform and choreo-athetoid 
movements. 

In its most typical form myoclonus is painless and unperceived 
by the patient. The affected muscle contracts briskly and involun. 
tarily as though stimulated by an electric current. The con- 
tractions may be limited in extent to a single muscle or to a few 
fibres of a muscle; they may, contrariwise, affect several muscle 
groups, the grouping being quite irregular and bizarre. In case 
15, arms, legs and tongue were attacked by myoclonic spasms ; 
in case 13 the twitchings affected both hands and the oral muscles ; 
in one of Poligone’s cases*’ the lower abdomen and both forearms 
exhibited spasmodic movements; in_ this 


case there was an 
associated tremor in both limbs. 


Less commonly the twitchings 
are associated with severe neuralgic pains at the affected site. This 
combination is more common when the myoclonus makes its 
appearance at onset, as in case 8. In such cases the spasms become 
less painful, though no weaker with progress of the disease. 
Allied to the simple myoclonus described above are the more 
severe choreiform movements, which may closely simulate chorea 
gravidarum. They are most common in those cases in which the 
onset is marked by other positive nervous phenomena 


persistent 
insomnia, delirium, hallucinations. 


After persisting with some 
violence for a few days, with or without concomitant myoclonus, 
the movements gradually cease and give place to the negative 
phenomenon of lethargy. 

Allusion has already been made to the occasional occurrence 
of one or more convulsions of epileptiform nature. Such is 
characteristic of the more severe cases, as has been reeorded by 
Pansera,®? whose patient died within ten davs of a convulsive onset. 











14 Journal of Obstetrics and Gynecology 


Nystagmus is common, being present in some 30 per cent, of 
cases. It may be the usual horizontal type; sometimes better 
marked in one than tn the other direction; sometimes coarse to 
one side, tine to the other; sometimes vertical, and occasionally 
the movements are extremely violent. In Banister’s® case both 
horizontal and vertical nvstagmus were present. It is interesting 
to note that its incidence (a little less than 30 per cent.) in the 18 
cases of Hall reported here, exactly coincides with the general 
occurrence of nystagmus in the epidemic of which these cases 
tormed a part. Nystagmus may or may not co-exist with other 
eve phenomena. 

About a quarter of the cases are associated with neuralgic 
pains, which may or may not accompany myoclonic movements. 
The pain may be of great severity, and very distressing to the 
patient. Its site varies in different cases, but usually remains 
constant in its distribution in any given case. 

A not uncommon phenomenon is a_ painful abdominal 
myoclonus which is liable to be mistaken for an acute abdominal 
condition, such as appendicitis. 


Negative. 

Negative nervous symptoms point to depression of function in 
the affected part of the central nervous system. Of these there 
palsies of 
other cranial nerves, hemiplegia, paraplegia, asthenia, amaurosis, 


are eight-—-lethargy, palsies of the oculo-motor nerves, 
anaesthesia. 

Of all the symptoms that which most unmistakably stamps the 
disease is lethargy. It was this that led Economo! to his 
masterly paper and to the picturesque name which he gave to the 
disease. With headache and fever it formed one of Netter’s®® 
classical triad. In its less severe forms the lethargy is evidenced 
by an overpowering desire to sleep, as in a case recorded by Gullain 
and Gardin.44 Often a patient apparently in a profound slumber 
is perfectly cognisant of the happenings around her and when 
spoken to replies coherently and = sensibly to questions. — Her 
mental and bodily activities are, as it were, suspended, she feels 
neither hunger nor thirst, and in the absence of external stimuli 
makes no effort to perform the ordinary functions necessary to 
lite. Other cases are marked by a deeper degree of somnolence 
from which the patient can only be aroused with difficulty; in 
yet others coma is complete. 

The degree of lethargy varies not only in different patients but 
shows daily variations in the same patient. [ts duration is incon- 
stant. [ft may Jast for but a few days, or for several weeks, and 


in rare instances for months, It may disappear, only to return 
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after an interval of time without recrudescence of other symptoms. 
it is of considerable importance to remember that lethargy, though 
characteristic of the disease, is not always present. Thus the 


Sheffield fhgures show a 65 per cent. incidence.” 

All writers are agreed on the extreme frequence of ocular 
symptoms. This is to be expected from the pathology of the 
disease, the brunt of the attack being almost always borne by 
the mid-brain and contiguous parts. The nuclei of the oculo- 
motor nerves lie in the floor of ‘the Sylvian aqueduct and 
fourth ventricle occupying a considerable vertical extent in the 
mid-line of the brain stem. The surprising fact about these signs 
is not their frequency but their occasional absence. Andérodias,* 
Commandeur and Eparvier,*4 del Sole,!’® Poligone,**  Guillain 
and Gardin“ all record typical and undoubted cases of epidemic 
encephalitis in association with pregnancy in which eve signs were 
wanting. Now and then cases are found in which some visual 
disturbance affords the only evidence of the disease. The ocular 
symptoms have reference to motility ; disorders of the optic nerve 
are as rare as disorders of motility are common. Their duration 
is generally that of the disease and in most cases their disappear- 
ance heralds recovery. Occasionally, however, their onset is 
delayed until later, and in rare cases they appear as sequele. 
All varieties of ophthalmoplegia have been described; the 
third pair of nerves is more frequently affected than the fourth 
or the sixth. Diplopia was found in six out of 13 cases by 
Poligone ;8* it was present in 10 out of 21 cases here recorded. 
Its frequency is roughly equal to that of nystagmus (Bollock).!° 
Ptosis, unilateral or bilateral, may be present as the only ocular 
manifestation, or may co-exist with other eve signs. All varieties 
of pupillary disorder have been seen inequality, loss of reaction to 
light, to accommodation or to both, myosis, and mydriasts, 
Inequality of the pupils is recorded in case 13, it was observed 
by Novaes and Souza*! in their patient ; in Hofers®® case the pupils 
did not react; Gaujoux and Vincent! report pupillary inequality ; 
examples of mydriasis are found in cases of Robinson,’® del 


Sole!? and di Franceseo.*” 

Of the other cranial nerves the seventh, fifth, twelfth and tenth 
are those most liable to attack, in that order of frequency. 

Facial paralysis, usually incomplete and unilateral, may be 
bilateral and complete. It may appear early, as tn case 15, or late 
as in case 17, In which it came on some three years after the 
primary attack. Forget,8® Bompiant,'® Robinson’? and Kereiss®® 
all speak of this symptom, and in all these cases onty one side 
of the face was affected, 








Journal of Obstetrics and Gynecology 


It is not necessary to dwell further upon the negative manifes- 
tations. Let it suffice to note the possibility of the occurrence of 


hemiplegia, paraplegia, asthenia, amaurosis and anesthesia. 


THE INFLUENCE OF PREGNANCY ON ACUTE EPIDEMIC ENCEPHALITIS. 


Opinions are at variance about the effects of pregnancy on the 
acute attack. Some believe that the disease runs a more serious 
course when it occurs in pregnant women, others that the course 
during the acute stage 1s the same in gravid and non-gravid 
patients. 

Before arriving at a decision on this very important question 
it is necessary to consider in turn the mortality, the symptomato- 
logy, the effect of emptying the uterus and the question of increased 
susceptibility to infection during pregnancy, any or all of which 
may help towards elucidation. 


(a) Mortality. 

Hall** states that the average mortality in all cases of epidemic 
encephalitis is about 27 per cent., a figure which is almost univer- 
sally accepted, and which finds confirmation in the Registrar 
General’s returns for 1924 when 28 per cent. of those infected died. 
It must, however, be remembered, as Hall points out, that any 
such figure is too high on account of the large number of mild 
or abortive cases—‘‘formes frustes’’ of the French—which escape 
notice. But since concern here is chiefly with the relative mor- 
tality in pregnant women, this factor, affecting alike gravid and 
non-gravid groups, assumes diminished importance. 

When enquiry is made into the opinions held on the question 
of mortality in pregnancy great differences are found, the 
estimated death rate varying from four per cent. in the present 
series of 21 to 70 per cent. in the 10 cases reported and analysed 
by Sebastiano di Francesco.*® Certainly the former series is in 
many ways unique and many of the cases both of Hall and 
Berkeley were admittedly mild, coming under observation on 
account of residual phenomena. Even so divergence to such a 
degree is not accounted for satisfactorily. 

French authors are almost unanimous in the opinion that the 
mortality among pregnant patients is particularly high. Reference 
need only be made to the writings of Jorge,” Vincent et Gaujoux,™ 
Robinson” and Fort,*? when it will be found that, though differing 
in minutize, the general consensus of opinion among them is 
that the death rate is raised, In Austria and Germany a like 
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opinion prevails, and is held by Dimitz,#! Hofer and Tropl.™ 
The Italian authorities do not agree. Di Francesco,3® on 
the one hand, is appalled at the outlook for women afflicted 
when pregnant, while Bertoloni,!? on the other, can find little 
cause for a grave prognosis to the mother as far as the encephalitis 
is concerned; between, in the no-man’s land, stands Bompiani'® 
who quotes a moderate mortality figure. What information is 
forthcoming from the United States of America” is on the optim- 
istic side, while in our own country the published figures and views 
indicate a neutral state. 

Collecting and presenting these current opinions in tabular 
form :-— 





Year of Place Total 

Authors. Publication of Origin. Cases. Mortality 
Jorge57 1921 France 23 60 per cent. 
Robinson9%5 1921 France 23 60 oa 
Vincent et Gaujouxil4 1921 France 12 66.6 ,, 
Fort37 1926 France 10 50 ‘a 
Dimitz31 1920 Austria 5 40 - 
Tropliu 1921 Austria 7 70 oa 

di Francesco39 1926 Italy 10 70 . 
Bompianilé 1921 Italy 15 46 3 
Bacialli & Scaglione? 1921 Italy 5 60 * 
Rertoloni!2 1924 Italy 87 40 Pe 
U.S.A.76 1922 24 16 Me 
Ministry of Health76 1922 Great Britain 50 44 = 
Author’s series—Hall, 

Berkeley, Cockayne, ete. 1928 20 5 Py 
“Collected cases’’ 1928 170 42 PF 





The last group refers to those cases collected by the author 
from every source open to him, but it does not include the 21 
cases reported here. Further details of those 170 cases will be 
given later. 

What is there to explain these variations ? 

Firstly, there is the error due to small numbers, occasioned, in 
the years gone by, to a paucity of material; the mortality in the 
groups quoted above varies inversely with the number of cases 
studied. Secondly, there is the error of repeating cases ; an example 
will make this clear. Jorge®’ in analysing 23 cases finds a mortality 
of 60 per cent.; Robinson® in employing the same number finds 
an identical mortality ; but 10 of Robinson’s cases were previously 
quoted by Jorge; if these 10 be subtracted from Robinson’s 23 
the mortality among the remaining 13 is 45 per cent.! If now 
these 13 new cases by Robinson be added to Jorge’s series the 


BR 
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average death rate is about 52 per cent. ! Thirdly, there is a factor 
difficult to gauge but nevertheless present and acting; this has 
relation to the date at which the cases were reported and to the 
country from which they were derived. [Earlier writers find 
a heavier mortality than later; French higher than British. This 
is due in part to a variation in virulence and in part to the fact 
that in 1920 and 1921 the true encephalitic nature of less severe 
cases was not recognized. Fourthly the corresponding (as regards 
time and locality) mortality in non-pregnant women is not always 
quoted. Even if it is, its validity is sometimes questionable, for to 
collect from all parts of Europe the results in a number of preg- 
nant women and compare the death rate in these with that in a mild 
local epidemic begs the question. Admittedly, sometimes the 
mortality among pregnant women does exceed that in the non- 
pregnant but on other occasions the two correspond. Dimitz,*4 
for example, remarking on the greater severity of the disease in 
pregnant women finds a mortality of 40 per cent., but according 
to his own showing the mortality in the non-pregnant women in 
Vienna at that time was the same—go per cent. Finally there is 
the ztiological factor emphasized in the Ministry of Health’s 
Report’ and in the Medical Research Council’s pamphlet? dealing 
with the Sheffield outbreak, commented upon by Schulze,!% over- 
looked by all others save Hall,“ who points out that there is an 
increased liability to death in females, quite independent of preg- 
nancy. 

What part each of these factors plays in determining the diversity 
of expressed opinion cannot be estimated. The possibility of their 
activity bespeaks caution and makes dogmatism unsafe. That the 
virus differs in epidemics is well known, that it varies in its most 
marked effects from time to time and from locality to locality is 
established. May not these variations account in part for many 
of the differences in reported mortality ? 





(b) Symptomatology. 


That most important index of severity—-mortality—- being uncon- 
vincing and équivocal, other evidence must be sought. If it could 
be asserted dogmatically that the large majority of cases attacked 
during pregnancy were symptomatically more severe, then the 
contention that pregnancy exacerbates the disease would be 
upheld. If this were true a higher mortality would certainly be 
expected, though clearly the cases might run a course in general 
more severe, yet not more frequently pass to a fatal termination. 

Turning first to the cases here reported, the large majority of 
which (1 18) came under the care of Hall in Sheffield, it is 
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impossible to do better than quote his own opinion (personal 
communication). ‘Such cases as were under immediate obser- 
vation throughout presented the usual variations seen in non- 
pregnant cases. Some were severe, some medium, some mild. 
In one case the attack was so slight that its exact date could not 
be ascertained. The symptoms were similar in kind, combination 
and duration to those seen in non-pregnant persons.’’ Of these 
ases what more need be said? The authority is sufficiently high 
to command acceptance. If, however, there be any unbeliever all 
he need do is to analyse the cases and compare them, symptom 
for symptom with non-pregnant cases in the same epidemic. He 
will find a remarkable correspondence in almost every particular, 
Symptoms which are common in this series will be found to be 
common in the epidemic as a whole, they form indeed an almost 
exact replica in miniature of the Sheffield outbreak, a fact not 
altogether unremarkable and of great significance when it is 
remembered that there are only 18 of them. 

The outstanding symptoms in the epidemic as a whole were 
headache, ocular palsies and lethargy. Headache, it must be 
agreed, is not frequently referred to in Hall’s series of pregnant 
women, but this is doubtless due largely to the fact that he did not 
have an opportunity of seeing all the patients during the progress 
of the acute attack; it is a symptom which, unless especially 
marked, may easily escape notice, being overshadowed by more 
spectacular phenomena. At all events, whereas it occurred in more 
than 7o per cent. of the 301 Sheffield cases,*? it is mentioned in 
only 35 per cent. of those associated with pregnancy. On 
account of the foregoing considerations no great weight need be 
attached to this apparent discrepancy, in any case if a conclusion 
were to be forced it would be that headache is less common in cases 
of acute epidemic encephalitis when associated with pregnancy. 
Even if this conclusion could be upheld its importance would 
remain debatable. Lethargy and ocular palsies show a close cor- 
respondence in the two groups, the former occurring in rather more 
than 7o per cent. of the pregnant women; in rather under 70 per 
cent. of the non-pregnant ; the latter in somewhat under 60 per cent. 
in the non-pregnant women, more than 60 per cent. in the pregnant. 
About half of the three hundred and one cases notified in Shetheld 
suffered from each of those two symptoms. Passing to the less 
common phenomena attention has already been drawn to the fact 
that nystagmus was present in 18 per cent. of cases in both series, 
while fits in the same way occurred in five per cent. of each; the 
percentages for myoclonus are 15 per cent. in the general, and 
about 16 per cent, in the pregnant group, 
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These cases indubitably show that, with the single exception 
of headache, there is a very close correspondence in symptomat- 
ology between pregnant and non-pregnant women, sometimes the 
similarity is mathematically exact. To be added to this is Hall’s 
statement, reproduced above, that in respect of symptom combina- 
tion and duration the course of the acute attack in these cases 
presented no noteworthy differences from the symptomatology in 
non-pregnant women. 

Proceeding to a consideration of the current opinion on this 
subject we find that those who have studied the matter appear to 
be divided into three groups. Some are confident that pregnancy 
acts in what may be termed a “‘generally aggravating manner,”’ 
all symptoms being better developed and of greater severity ; others 
hold that pregnancy causes an exaggeration of certain special 
symptoms; yet others deny any influence at all. Many, indeed 
most, do not trouble to draw a distinction between increased mor- 
tality and aggravation of symptoms. They are satisfied that the 
death rate in pregnant women is unusally high, and assume from 
this that the course must be correspondingly more severe. Cer- 
tainly the one belief fosters the other. Aggravated symptoms and 
enhanced mortality necessarily go hand in hand but if that enhance- 
ment be not admitted it becomes essential to fall back on other 
evidence which would be: furnished in part, as has already been 
suggested, by an answer to the question, ‘‘do the symptoms of 
acute epidemic encephalitis in pregnant women differ in degree or 
kind from those manifested by non-pregnant women attacked 
under similar conditions of locality, age and time ?”’ 

In 1920 Dimitz*! emphatically answered this question in the 
affirmative. He described a series of 20 cases, five of which were 
pregnant, these five suffered to a considerably greater extent than 
the others. Two of the five died, a mortality of 4o per 
cent.; according to his own calculations the mortality in non- 
pregnant women at that time in Vienna was 4o per cent. Evidently 
these cases can be used in support of either view! Without 
doubting the accuracy of these observations it can be argued that 
the severity of svmptoms in the five patients was a coincidence. 
The number is small, many patients in that epidemic suffered even 
more severely than those five, many others suffered less, the fact 
that the mortality was the same in the pregnant and non- 
pregnant groups proves a general similarity between the two. 
Amreich,?, Waldstein,48 Latzko,® Sternberg!> and Kreiss® all 
concur with Dimitz,3! but their concurrence rather takes the form 
of reports on pregnant women under their care in whom the 
disease was of severe degree or who benefitted by evacuation of 
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the uterus. Thus Sternberg’s!° five cases were all fatal, but both 
of Ixreiss’s®* recovered after artificial termination of pregnancy ; one 
of these cases was severe, the other only of moderate severity. To 
argue that Kreiss’s cases prove an aggravation during pregnancy 
is surely without justification, because they were no more marked 
than many others in that epidemic. Yet they have not infrequently 
been quoted in defence of the belief that pregnancy exerts an 
untoward influence on the disease, as, for example, by di Fran- 
cesco.39 Whether the effect of emptying the uterus shows such 
influence is another matter and will be discussed later, di Fran- 
cesco*? does not advance any argument on these lines. Fino and 
Fubini® incline to the view that gestation is an adverse factor, but 
again their two cases made a good recovery after artificial termi- 
nation, a fact on which they lay emphasis and which will be 
referred to again; their cases would legitimately be classed as 
severe though not of the greatest severity. Marinesco®* in 1921, 
without being too dogmatic, gave it as his opinion that pregnancy 
should be regarded as a cause for grave prognosis, but he argues 
from a conviction that the mortality is higher in these cases. 
Jorge,®°* Achard! and Robinson,® in the same way and at about 
the same time, came to a similar conclusion for the same reason. 
Alfons Miller,“’ addressing an audience in Frankfurt during the 
year 1923, expounded his belief in this view. To be added to its 
supporters is di Francesco*® who bases his thesis however, entirely 
on the mortality rate and certain other factors; he admits that 
pregnancy did not appear to be the cause of any special pheno 
mena and that it did not alter the symptoms which generally make 
up the clinical picture of the disease. 

Among those who believe that pregnancy acts in a special, as 
opposed to a general, manner is Poligone** who in 1926 concluded 
that the adverse influence found expression chiefly in a shortened 
prodromal period, a temperature which rises early and remains 
high, augmented blood-urea concentration and increase of glucose 
in the cerebro-spinal fluid. He does not deny that his findings 
require verification and investigation on a larger number of cases. 
In criticism of a very admirable piece of work it can only be stated 
that Poligone’s opinions do not receive support from a review of 
the literature. The prodromal period is variable in pregnant as in 
non-pregnant women, the temperature likewise presents no con- 
stant variations, while the biochemistry of the disease is scarcely 
yet established on a sufficiently secure basis to admit of discussion 
in special relation to pregnancy. When the urea content of the 
blood is raised who can say that it is due to the disease and would 
not have taken place in that particular pregnancy apart from its 
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association with encephalitis ? This matter, in any case, is out of 
place here, belonging to the sphere of possible influence of the 
disease on pregnancy rather than those of the latter on the disease. 
Herd® concludes that pregnancy alters the onset, early symptoms 
and severity; really his cases were not atypical apart from an 
associated albuminuria and other evidence of toxzemia of preg- 
nancy, Fabre*4 thinks there is an exaggeration of the lethargy when 
pregnant persons are attacked ; Theodore Haultain®! made a similar 
observation in reporting a case in Aberdeen in 1921. Hall draws 
attention to the aggravating effect of the pregnancy on those cases 
(case 18) which are associated with painful abdominal myoclonus. 

It would be possible to quote case after case of encephalitis 
in association with pregnancy which has run a severe course and 
which, in its reporter’s opinion, proves the point for protagonists 
of the ‘‘adverse influence’’ school, but isolated instances, be they 
never sO numerous, are not in fact proof when similar examples 
can be produced on the opposite side. 

In the Ministry of Health Report,“® 1922, a series of 50 cases 
is reviewed and the conclusion reached, contrary to expectation, 
that they ran much the same course as the others. Hall*® in 1923 
expressed agreement with this conclusion—Benthin"™ in 1920, had 
previously been unable to establish a worse prognosis though he 
believed the effect of encephalitis on pregnancy to be unfavourable. 
Pollastoni®’ was unable to find any peculiarities in pregnant 
patients, but nevertheless advised a guarded prognosis. Berto- 
loni!? in a careful analysis of 87 cases concluded that the 
course of the disease is the same and the mortality no different. 
This author has been criticized very freely and perhaps a little 
unkindly by di Francesco; so anxious is the latter to explain 
why the disease is more frequently fatal that he takes it for 


ce 


granted that any one who suggests a contrary opinion must ipso 
facto be wrong. Having begun with that assumption he does not 
find it difficult to prove his case. Patek** is of Bertoloni’s!? 
opinion . Trop!!! regards the labour, not the pregnancy, as the 
aggravating factor. 

The belief in symptomatic aggravation during pregnancy has, 
therefore, its Opponents as well as its supporters; as might have 
been expected from a previous study of the mortality the evidence 
is conflicting. There are two diametrically opposed schools, each 


with its own “‘credo”’ ; 


each convinced unflinchingly of the truth 
of its own tenets. It is interesting to notice how shrewd observers, 


like Jorge,®? express opinions which show that they regard both 
sides with a certain healthy suspicion. That writer is slow to 


draw conclusions from what he regards as too few cases, and is 
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careful to state that he awaits further material before giving his 
final dictum, in the meantime advising a guarded prognosis. 


(c) The influence of the labour and the effects produced by 
evacuation of the uterus. 

Two considerations arise under this head. Firstly it is desir- 
able to attempt to form an estimate of the effect of the labour 
itself upon the course of the disease. Do the stress and strain 
of labour cause in these patients any change for the worse? 
Secondly, does the removal, natural or artificial, of the products 
of conception produce an improvement by enabling sufferers the 
better to combat encephalitis? Upon the answers to these two 
questions an estimation of the influence of pregnancy on acute 
epidemic encephalitis partly depends, and their importance with 
regard to the question of treatment can scarcely be over-estimated. 
If a uniform improvement after delivery could be shown to be the 
rule it would be right to conclude that pregnancy was an aggra- 
vating factor, in which case artificial termination would have to be 
advised in all cases. 

So far as the cases reported here go the answers to both 
questions are in the negative, at any rate as regards the progress 
of the acute attack. In cases 2, 6, 11, 13, 14, 15, 16, 17, 18 and 
1g the labour certainly did not play any part, for better or for 
worse ; cases 4 and 8 were both submitted to C:esarean section, and 
both recovered though the tormer (4) had intractable and persistent 
hiccough after operation, upon which Hall makes special comment. 
Their recovery cannot with honesty be attributed to this treatment, 
The labours did not influence cases 1, 3, 5, 7, 9, 10, and 12 in 
the sense that the acute attack recurred or became worse thereafter ; 
cases 1, 3, 5, 7 and 12, it will be noted, were attacked during 
the first three months of their respective pregnancies, case 10 at 
the eighth month and 12 during the last week. The characteristic 
common to these patients is that they all developed Parkin- 
sonian manifestations which appeared to date from soon after the 
confinement. Now this is a matter of some moment and will, 
therefore, be relegated to a special section which will deal with 
the several aspects of Parkinsonism in its relationship to pregnancy. 
Suffice it to remark here that in no case does labour itself appear 
to have provoked aggravation of the acute phase of the disease 
and that benefit does not seem to have accrued to any patient as 
a result of uterine evacuation, whether natural or artificial. 

Just as there are two schools holding opposite views upon the 
question of symptomatic exaggeration during pregnancy so are 


opinions divided as to the effect of labour on the disease. Every 
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possible eventuality has been covered in the published reports of 
cases, which fall into three main groups: 
(i) Those in which the labour appears to have caused 
aggravation. 
(ii) Those which have improved after evacuation of the 
uterus whether by natural or artificial means. 
(iii) Those in which the labour does not appear to have had 
any influence on the disease. 


(i) Those in which the labour appears to have caused aggra- 
vation. 

That a change for the worse has sometimes become apparent 
immediately after labour need not be a matter for surprise, indeed 
it is surely more remarkable that this change is as inconstant as 
it appears to be, both from a study of the present series and from 
numerous past publications in many languages. It must not be 
forgotten, however, that though labour, with its necessary demand 
for the expenditure of maternal energy, might reasonably be 
expected to act detrimentally, yet the fact that after expulsion of 
the foetus one of the calls upon the mother’s resources ceases 
to be made, counterbalances the untoward effects produced by 
the efforts necessary for the delivery. It is impossible to estimate 
to what extent each of the two factors acts and a further complica- 
tion arises in connexion with lactation, which clearly might, by its 
demands, help to render worse the patient’s plight. To be added 
to these three unknown quantities is a fourth—the numberless 
variations of the disease itself. That considerable confusion should 
exist is, therefore, to be anticipated, neither can uniformity be 
expected. 

The cases in this first group may be further subdivided into 
three. Firstly, there are those which went steadily down hiil 
after delivery ; secondly, there are those which improved for a 
time after expulsion of the foetus but in which improvement was 
transitory; thirdly, those which improved after a transient 
exacerbation. Jorge,®? on the whole, adheres to the belief that 
the Jabour aggravates the encephalitis; Benthin! is a more 
staunch supporter of this view and with his name may be coupled 
that of Tropl,! and Bar? prays that the onset of ‘labour may be 
delayed until the acute stave is over. Mercier, Andrieux and Mlle. 
Bonnaud’? record a case in which labour appeared to act as an 
ayyravatiny factor. VFort®? regards onset just before or just after 
the confinement as an omen of evil portent and refers to a case 
of Répond”* in which death took place during labour, But in all 
these cases, it is open to argument whether or no the disease would 
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have run a simiiar course had labour been delayed or the patients 
not even pregnant. The onset of encephalitis occurred sufhc.ently 
near the dates of labour and the general trend was sufficiently well 
marked downwards before then to make it extremely difficult to 
estimate the part played by labour in determining the subsequent 
course of the malady. it may be iemarked that all the pregnancies 
went to term except one of Benthin’s! cases in which labour was 
premature at about the sixth month. For present purposes this 
may be discounted since it does not affect the point at issue. 

Banister,® Herd®> (2) and Commandeur and Eparvier** have 
reported cases which showed a transient improvement after the 
uterus had been emptied. With the exception of one patient of 
Herd’s® all the others died within twenty days of their confine 
ment in spite of an amelioration in symptoms immediately there- 
after. Banister’ induced labour in his patient at the thirty-eighth 
week with bougies, the others were natural and full time deliveries. 
The explanation of this sub-group is not easy unless it be that 
labour initiates or aggravates changes which take time to become 
clinically apparent. 

It is more easy to understand cases like those of Schulze!’ 
and Haultain®! in which the symptoms became augmented for the 
few days following delivery and then began to show signs of 
abatement. Here it would seem that the transient aggravation 
caused by labour was more than counterbalanced by the beneficial 
effect of uterine evacuation. 


(ii) Those which have improved afler evacuation of the ulerus, 
whether by natural or artificial means. 

That improvement has taken place after foetal expulsion or 
removal is at once admitted.  Pollastroni,8’ Amreich? and Piti- 
mada*’ record and comment upon this in cases which have been 
delivered naturally, and other similar references are not wanting ; 
to be included in this group are those cases which tmproved after 
transient) exacerbation, 2l priert it} would) seem, then, that 
beneficial effects would result’ from the termination of pregnancy 
in these patients more especially if one of the rapid) means of 
emptying the uterus were adopted, thereby securing the maximum 
of benefit with the minimum of harm. Considerations of this 
nature led Dimitz*! in ag20 to try the effect: of Caesarean section, 
Ile was rewarded by considerable success in his case, the patient 
recovering from the disease with great rapidity. Tloter,s® Latzko,™ 
Stursberg,!’8 Kreiss,“" di Francesco? Price®? and) Fino and 
Fubini’® have similarly deseribed) cases ine which immediate 
improvement has followed termination of pregnaney either by 
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rupturing the membranes during the early months or Czesarean 
section in the later. The total number of cases is nine and in some 
of these recovery was sufficiently slow to make very questionable 
the assumption that it was due to the treatment. Numerous 
observers have been unable to find any effect on the disease as a 
result of active obstetric measures. Santi,!°° Marinesco,® Jorge*” 
Benthin," Foulkod** and Banister® all record cases in which no 
benefit accrued; out of 14 artificially terminated pregnancies six 
patients died according to Bertoloni ;!2 moreover di Francesco®® had 
u failure as well as two successes. 

The position may be epitomized by saying that athough 
improvement has followed uterine evacuation, both natural and 
artificial, the weight of evidence goes to show that such improve- 
ment is rather exceptional; and save for certain members of the 
German school, notably Hofer,®® authorities are unanimous in the 
opinion that benefit does not usually result from emptying the 
uterus. 


(iii) Those in which the labour does not appear to have had 
any influence on the disease. 

The large majority of cases may justifiably be included in this, 
the third and last group. With the reservation that some of the 
patients first showed signs of Parkinsonism soon after the confine- 
ment, all of the twenty, in which pregnancy and the acute attack 
coincided, reported here would be so classified. The same con- 
clusion was reached in the Ministry of Health ‘pamphlet’; 
Marinesco,® Poligone** and Robinson® are all sceptical about 
aggravation due to labour. Di Francesco*® and Bertoloni!? concur, 
the former in spite of twice noticing improvement after induction 
in his own series. Harris,®? Neal,’ Santi,!°° Valente and David,® 
Poligone,** Dimitz,*! Gaujoux and Vincent,!! Garnett and Wash- 
ington*® and numerous others have recorded cases which recovered 
without noticeable change in either direction at the time of labour 
or the puerperium. Many other cases have passed to a fatal issue 
without any particularly noticeable exacerbation at the time of 
the confinement. [Examples will be found recorded by Robinson, 
Putnam,®! Répond,** Dimitz,?! Tiago d’Almeida,>’ Novaes and 
Sousa,*! Audrey and Froment.® 

The influence exerted by labour on the course of the disease is 
not yet clear, neither do the effects of artificial uterine evacuation 
appear to be either constant or consistent. The evidence on both 
these very important questions is still conflicting. In the majority 
of cases the disease once established runs its course onwards 
regardless of labour or the fact that the uterus has been emptied ; 
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in a few the confinement appears definitely to have aggravated 
the disease, while in a few others the removal or expulsion of the 
foetus seems to have improved the state of the mother’s health. 
These results, discordant as they seem, need not give cause for 
wonder ; let it be admitted that there are three groups of cases, some 
unaltered, some worse, some better, as a result of delivery. The 
relative part played by the various factors at work cannot be 
estimated but the suggestion is that in the first group the encepha- 
litis is either so severe or so mild that no influence is apparent 
as a result of labour; in the second the calls of labour lower the 
general resistance sufficiently to allow the encephalitis to progress 
at a greater rate; in the third the removal of demands made by 
the growing foetus on its mother correspondingly increases the 
general resistance, with a diminution in the nervous symptoms. 
When regarded in this light the discordance does not seem so 
marked and after all there is no reason why all cases should cor- 
respond; because one case or one group of cases is adversely 
affected by certain circumstances there is no reason why another, 
or another group, should show the same affection. 

Returning to the general problem concerning the effect of 
pregnancy as a whole upon epidemic encephalitis, the fact that 
improvement after the uterus has been emptied is a comparatively 
rare phenomenon, considered in conjunction with a mortality which 
has not been definitely proved to be raised and a similar symptoma- 
tology, suggests the conclusion that the acute stage of the disease 
is not affected by pregnancy. The severity is rather dependent 
upon other etiological factors and particularly upon the virulence 
in any given epidemic. 

(d) Predisposition. 

It has already been shown that pregnant women are not 
unusually susceptible to an attack by the virus of epidemic encepha- 
litis. If the converse were true it would probably, though not 
necessarily, follow that pregnancy exercised an influence for the 
bad. Is the converse of this rider also a truism? Can it be argued 
that because pregnancy does not predispose to attack it, therefore, 


has no influence on the disease? The answer to this must 


certainly be in the negative both on theoretical and practical 
grounds, Theoretical because pregnancy by lowering the general 
resistance might easily cause the encephalitis to assume a more 
severe form without rendering the patient more liable to primary 
attack; practical because other diseases are known to which 
pregnancy does not predispose but upon which it exercises an 


untoward influence, e.g., measles, smallpox, pulmonary tuber- 
culosis . 








28 Journal of Obstetrics and Gynecology 


What may be described as a ‘‘lack of predisposition’? is not, 
therefore, of any importance in assessing the effects of pregnancy 
on the disease. This factor can be discounted in balancing the 
pros and cons. 


Summary and conclusions. 

An attempt has been made to estimate the influence of pregnancy 
on the course of acute epidemic encephalitis. Mortality, sympto- 
matology, the effects of uterine evacuation and the question of 
predisposition are considered in turn. 

(1) The mortality among pregnant women infected by the virus 
of the disease has been variously estimated at from five to seventy 
per cent. The variations are to be explained on grounds which 
have reference to the number of cases studied, the year and country 
in which that study was conducted and the known variability 
in virulence. 

On the continent of Europe opinion inclines to the view that 
the mortality is raised in cases complicated by pregnancy, the 
quoted figures usually being from fifty to sixty per cent. 

In GreatBritain it is admitted that there is an increased liability 
to death in females irrespective of pregnancy and the mortality 
among those infected while pregnant is not found to be raised. 

Only five per cent. of the author’s cases proved fatal. 

In a series of one hundred and seventy cases collected from 
the literature and excluding the author’s series, the mortality is 
equivalent to about 42 per cent., a rate in all probability not in 
excess of that among all persons attacked under similar conditions 
of age, sex and locality. Determination of the latter is impossible 
on account of the wide distribution of these cases. 

(2) The symptomatology in Hall’s group of 18 cases is shown to 
be almost identical with that exhibited by non-pregnant patients in 
the same epidemic. A survey of the literature shows that in general 
there is a close correspondence between gravid and non-gravid 
women. There is no valid evidence to justify the conclusion that 
pregnancy is the cause of an altered symptomatology either general 
or special. 

(3) Labour in some cases causes a marked change for the worse ; 
in others an improvement follows delivery of the child; in the third 
and largest group there is no noticeable alteration in the condition 
attributable to this factor. 

(4) Predisposition is denied relevance in this connexion, 


The evidence then, taken as a whole, shows that the course of 
acute epidemic encephalitis is not altered in a woman by the fact 
that she is pregnant. 
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THE INFLUENCE OF ACUTE EPIDEMIC [/NCEPHALITIS 
ON PREGNANCY, LABOUR AND THE PUERPERIUM. 


(a) On Pregnancy. 


Modification in the natural course of pregnancy produced by 
any disease might be shown in one or more of three ways. In the 
first place it might be shown by spontaneous interruption before 
term, in the second by diminution in hepatic and renal activity— 
toxzemia of pregnancy—, in the third by the occurrence of foetal 
death before term. These three are obviously interrelated, particu- 
larly the first and the third; it is admittedly difficult to decide 
in many cases whether miscarriage is due to intra-uterine death 
of the foetus or whether death is due to miscarriage. It is; however, 
convenient for present purposes to keep the two distinct, inas- 
much as foetal death if at all common would be of value in 
determining the question of a transplacental passage of the virus 
and the existence of congenital epidemic encephalitis. 

Of the series of 21 cases little need be said. The only two 
which did not proceed in the ordinary way to natural labour at 
term were those upon which Cesarean section was performed 
(cases 4 and 8). In no case was the pregnancy associated with 
toxzemia; no patient miscarried; neither did the onset of labour in 
any of the patients occur at a date which might not ordinarily have 
been expected ; the children were all born alive. These facts speak 
for themselves, showing most conclusively that, so far as these 
cases are concerned, the attack of encephalitis made no difference 
to the natural course of pregnancy. 

This is in agreement with the conclusions pronounced by the 
Ministry of Health in 1922 when only five miscarriages were 
reported against 24 normal fuil time deliveries. 

Very different are the views of a considerable number of Conti- 
nental authorities. In 1921 Jorge,®” in an analysis of 23 cases, 
concludes that the commonest mode of termination is by spon- 
taneous interruption of pregnancy followed by death of the mother, 
which usually takes place within a week of delivery. But only 
five of the 23 miscarried, just over 20 per cent.; according to 
Galabin the usual proportion of miscarriages to full time deliveries 
is as one to five, that is to say, 16.6 per cent. of all pregnant 
women miscarry. Di Francesco,*® writing in 1926, expresses the 
belief that premature labour in the last two months of gestation 
is of common occurrence when the acute attack 
during pregnancy. This belief he founds on ‘‘the experience of a 
great number of authors;’’ his own cases he has to admit do not 
conform, for only one out of the 10 miscarried; if the three he 


of encephalitis occurs 
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treated by induction are excluded altogether the total is reduced 
to seven; one miscarriage in seven pregnancies is still well within 
Galabin’s limit. Among di Francesco's authorities are Santi! and 
Baccialli and Scaglione.“ Now Santi’ wrote of two cases at Siena 
in March 1920; one of these was delivered prematurely at the 
eighth month, and in his opinion the onset of premature labour 
was due entirely to the disease, the virus of which he thinks 
stimulates the special nerve centres—thereby causing uterine 
contractions. Baccialli and Scaglioni’ had two premature labours 
in five cases; these authors advance the theory that uterine con- 
tractions are brought about by the high temperature, di Francesco 
himself thinking that prematurity is due to the toxemia produced 
by the virus of epidemic encephalitis. Fino and Fubini*® regard 
miscarriage or premature labour as indicative of the severity of 
the disease. Bertoloni!? in 1923, after a review of 87 cases, came 
to the conclusion that premature birth is about twice as frequent 
as delivery at term. Unfortunately the details of these cases are 
not forthcoming and criticism cannot therefore be offered. It is 
of interest to compare the last named series with that of Poligone,** 
who, in 1926, came to a similar conclusion, namely, that half the 
cases miscarry; Poligone*® had 11 miscarriages in 19 cases. 
Veksin'? in Russia, Alfons Miiler’’ in Germany, and Cova?’ in 
Italy uphold the teaching that pregnancy is frequently interrupted ; 
Tropl'" reports five miscarriages in seven cases. Robinson® in 
France records results which are not in agreement with what 
appears to be the great body of Continental opinion. That writer 
described 13 cases without a single miscarriage though seven proved 
fatal before delivery. 





One hundred and thirty-nine cases have been found infected 
during pregnancy in which the fate of the products of conception 
is known, 

These may be classified in the following way : 


64 were delivered at term. 
30 died without being delivered. 
25 were natural premature deliveries. 
1g were artificially delivered. 
i Was a case of extra-uterine gestation, 


(“Delivery at term’’ does not necessarily imply that the child was 
alive and healthy, Confinement at term indicates broadly that 
the disease was in those cases without influence on the pregnancy). 
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Excluding the 19 cases in which pregnancy was artificially 
terminated and the one in which the gestation was tubal, it appears 
that rather more than half the remainder proceeded to delivery 
at term, about a quarter died without being deliverd, and rather 
less than a quarter delivered themselves spontaneously before full 
time. 


In the first and largest group, therefore, there was no interference 
with the course of pregnancy; in the second group, in which all 
the patients died, there is a similar absence of evidence to show that 
encephalitis affects pregnancy. The third group, though relatively 
small, is sufficiently large to make improbable the hypothesis that 
the miscarriage or premature labour was a pure accident connected 
in no way with the disease. This is borne out by an examination 
of the following figures :— 


Premature deliveries =25. 
Fatal termination in 11 
Non-fatal in 14 


Mortality 44 per cent. 


Deliveries at term=64. 
Fatal termination 11 
Non-fatal termination 53 


Mortality 17 per cent. 


In the light of this evidence interference with pregnancy in the 
more severe cases cannot be denied, and a working rule may be 
formulated with regard to the outcome of the pregnancy when 
affliction is serious. It may be said that the most severe cases 
die before delivery, in the least severe gestation proceeds to term, 
while in the intermediate group premature delivery is to be 
expected. 

Intra-uterine death of the foetus before term has from time to 
time been reported (Voron and Pigeaud,! Répond,®* Robinson®’), 
It is of considerable rarity though an established phenome- 
non. Because in some cases the death of the embryo has coincided 
in point of time with the occurrence of severe  encephalitic 
symptoms, it is concluded that such death was due to the disease 
and the general conelusion with regard to the effect of severe 
epidemic encephalitis on pregnancy is upheld. 

Leaving for a space this question of miscarriage and passing to 
that relating to toxemia of pregnancy, Benthin"™ in 1920 recorded 
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two cases in which the latter was present. He therefore concluded 
that pregnancy is adversely influenced. This association, however, 
is not common; true enough, occasional cases are found through- 
out the literature, but not in sufficiently large numbers to admit of 
any far reaching conclusions. Moreover, it must not be forgotten 
that epidemic encephalitis is itself associated with a toxzmia as 
evidenced clinically by the fever and other general symptoms; 
pathologically by the kidney and liver changes which have been 
found post-mortem in cases not associated with pregnancy. It 
is therefore not just to conclude that every patient with albu- 
minuria has in addition to her other troubles a toxzemia due to the 
pregnancy and not to the encephalitis. The chief importance of 
such cases lies in the diagnostic difficulties with which they are 
beset. 


(b) On Labour. 

On this point complete agreement has been reached. It is 
universally admitted that labour so far from being difficult is 
exceptionally easy in cases complicated by acute epidemic encepha- 
litis. An extreme example of this was witnessed by Gaujoux and 
Bertrou*t whose patient went into labour while in hospital and 
delivered herself of a full time child without anyone being any 
the wiser till the infant was found dead of asyhyxia in the mother’s 
bed some time after birth. This case is all the more remarkable 
in that the patient was a primipara and the baby well developed. 
It would seem as though the senses of such patients are dulled and 
their capacity of perceiving pain abolished, or at least diminished. 
Aneesthesias are not uncommon in connexion with epidemic 
encephalitis, and it has been suggested by Jorge’ that there is a 
special anzesthesia in these patients preventing the receipt of 
painful stimuli. Victor Bonney remarked on the anzesthesia of 
the external genitalia after confinement in case 21. There is a 
complete absence of any obstetric accidents both from the cases 
reported here and from those throughout the literature, Occasionally 
assistance by the forceps has been rendered necessary by inade- 
quacy of the maternal forces. Such cases are very exceptional and 
the patients have been primigravidzee. The women often remember 
nothing of their labour, as in Klippel and Baruk’s®® case to which 
reference has already been made. 


(c) On the Puerperium. 

Like labour the puerperium is almost always devoid of compli- 
cations other than those directly connected with the condition of 
the central nervous system. The only noteworthy exception 
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appears to be the occasional occurrence of retention of urine after 
labour. Schulze! first stressed this point; it is not improbable 
that the bladder inertia is due to a central paralysis resulting from 
the disease. 


Summary and Conclusions. 
The influence of acute epidemic encephalitis on pregnancy, 
labour and the puerperium is discussed. 


(a) On pregnancy three criteria of influence are separately 
considered. 


(i) Spontaneous interruption of pregnancy was not observed in 
any of the twenty-one cases reported in this review, although two 
were submitted to Cesarean section. This is in keeping with 
previous findings in Great Britain. 

On the Continent it is generally held that gestation is liable 
to spontaneous interruption in a large number of cases. 

From a consideration of one hundred and thirty-nine collected 
cases (not including the author’s series) it appears that in the 
majority pregnancy is wont to proceed to term without mishap; in 
cases of greater severity interference with pregnancy does occur : 
in those patients who are still more seriously affected, the issue 
proves fatal before delivery can take place. 


(ii) Toxemia of pregnancy. The facts do not appear to justify 
the conclusion reached by some authors that pregnant women with 
this malady are especially prone to toxeemic manifestations. 


(iii) Foetal death before term is thought to be common by some 
Continental writers. Although this contention is not admitted, its 
occasional occurrence concomitantly with marked encephalitic 
symptoms is suggestive. 

The difference between British and Continental opinion on the 
question of pregnancy is such that it cannot be ignored. It can 
be explained on the grounds of a lower British and higher 
Continental virulence. 

It must be admitted that miscarriage or premature labour does 
occur in some of the most severe cases, this, though not so common 
as death before delivery, having been reported sufficiently often to 
make it unlikely that expulsion of the foetus is a purely incidental 
happening unconnected with the disease. 


(b and c) Labour and the Puerperium it is universally agreed 
are not complicated in any way by the encephalitis, the former 
only differing in that it is usually painless, the latter in the 
occasional occurrence of retention of urine which may or may not 
be due to the encephalitis 


Cc 
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THE STAGE OF THE PREGNANCY, PARITY AND THEIR RELATIONS 
TO THE ACUTE ATTACK. 


The present series of cases is of particular value in assessing 
the effects produced by the stage of the pregnancy at the time of 
infection and by parity, because on the whole they present 
a remarkable similarity such as has, so far as I can ascertain, never 
before been recorded. Although differing, as all cases of epidemic 
encephalitis do and must differ, in severity, all the women went 
to term, and gave birth to healthy children, the only exceptions 
being the two women who were delivered by Czesarean section; the 
ultimate outcome in the large majority was the same—Parkin- 
sonism; while in age the correspondence is strikingly close, 13 of 
the 17 women whose ages were known being in the ‘‘twenties.’’ In 
ascribing an effect to one influence other often equally important 
factors are apt to be forgotten; at best it is difficult to determine 
the relative part played by each of the many and various co- 
existent causes acting in such a condition as epidemic encephalitis 
during pregnancy. When, however, a group of cases appears in 
which both the pregnancy and the disease have run a similar course 
in patients of very much the same age it becomes possible more 
accurately to estimate the influence of such factors as parity and 
the stage of gestation. Their assessment founded on such a series 
as that at present under consideration must be of definite value 
whether the conclusions be positive or negative. 

Regarding the stage reached by the pregnancy at the time of 
the acute attack the cases are made up as follows :— 


‘ 


Acute attack in the first month of pregnancy. I 
Second... sib rom vi 1 
Third sis as xs oo 4 
Fourth —... str i ae a 
Fifth ho hi sits ee 4 
Sixth oe as ios ine I 
Seventh... wii — 46 I 
Kighth —... gh a 5 2 
Ninth ots ha chs rm 3 
During the puerperium ses O 


otal) =: — 20 


(Case 21 is excluded because the acute attack did not take 
place during pregnancy). 
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Stage of Result Result 
Case. Age. Parity. Pregnancy. to Mother. to Child. 

1. Hall 49 M. Probably in Parkinsonism Healthy 

the early during the 
months. puerperium. 

2 re 24 Pr. 4th month. Parkm. 3 months Healthy 

after confinement. 

zs re 32 Pr. ist month, Gradually passed Healthy. 

into Parkm. 

4. Pe ? ° M. ? oth montli. ,, sy ? Cong. epid- 
demic encep- 
halitis (Caes 
section). 

5. $5 20 2nd. 3rd month vs ae : Healthy. 

6. a ? Pr. 3rd month. Parkm. began Healthy (died 

from confinement. when 2 
years old). 
ie er 25 Pr. 3rd month. Gradual Parkm. Healthy. 

8. 4 37 1oth 6th month. t Healthy. 

9. 5 24 Pr. Last week of Parkin. Healthy. 

pregnancy. 

10. * 25 Pr. Sth month. Parkin. Healthy. 

10) 3 23 Pr. 5th month. Parkm. Healthy (till 
death from 
scalds). 

12 F 27 2nd 5th month. Parkm. Healthy. 

13: a 27 3rd_—s Sth month. Complete recovery. Healthy. 

14 re 23 Pr. 7th month. Parkm Healthy. 

15. = ? 4th oth month. Parkm. Healthy. 

16. os 21 Pr. 5th month. Parkm. Healthy. 

17 re 23 Pr. 3rd month.  Parkm. Healthy. 

18. nf 25 Pr. 4th month. Recovery. Healthy. 

19. Berkeley & 

Cockayne 26 sth 5th month. Parkm. Healthy. 

20. Bonney 30 4th 5th month. Recovery. Healthy. 





On the whole there is a fairly even distribution between the 
nine months; it is noticeable that there is no puerperal case in 
this series, but no importance need be attached to this observation 
though onset in’ the puerperium has frequently been des- 
cribed. It can be seen that of the 20 cases 13 were afflicted before 
and seven after the fifth month; infection then, seems to have 
been slightly more common in the earlier than in the later 
stages of gestation. The preponderance, however, though marked, 
is not of great magnitude especially when considered in) con- 
junction with the smallness of the total number. It is fair to con- 
clude that infection among these pregnant women occurred 
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independently of the stage of pregnancy at the time they became 
infected; neither was there any noticeable difference in the course 
either of the encephalitis or of the pregnancy attributable to this 
factor. The acute attack in those who were invaded during the 
early months presented the same features as in those in whom 
infection did not take place until later; the outcome of that acute 
attack shows a similar correspondence, most of the cases passing 
eventually into the Parkinsonian state. Pregnancy in all the 
women, with the exception of the two who were delivered by 
Czesarean section, proceeded to term and healthy children were 
born. 


Further analysis with regard to parity shows that the cases 
were composed :— 


First pregnancy, 11, (Cases 2, 3, 6, 7, 9, 10, 11, 14, 16, 
17, 18). 

Second pregnancy. 2. (Cases 5 & 12). 

Third pregnancy. 1. (Case 13). 

Fourth pregnancy. 2. (Cases 15 & 20). 

Fifth, pregnancy. 1. (Case 19). 

Tenth pregnancy. 1. (Case 8). 

Multipare, in whom the number of previous pregnancies 
is unknown, 2. (Cases 1 & 4). 


Eleven women were attacked during a first pregnancy and 
eight during subsequent gestations. On the whole, then, an 
attack is slightly more common in those who are pregnant for 
the first time. Apart from this, the remarks made about the effect 
of the stage of the pregnancy appear to apply with equal force to 
parity ; while one woman was attacked when carrying her tenth 
child, others were pregnant for the first, second or third time. No 
difference in severity or result is observable which could justly be 
ascribed to a woman being in this or that pregnancy at the time of 
infection. The patient (case 8) who was pregnant for the tenth 
time when attacked was certainly very seriously afflicted; but the 
severity can hardly be attributed to her multiparity in so much as 
equally marked features were exhibited by three of the primi- 
gravid, to wit, cases 3, 10 and 16; not only this, for in one case 
pregnant for the fifth time the acute attack passed without notice 
(case 1g), while case 12 in her second pregnancy belongs to the 
mild group, her symptoms not being sufficiently marked to cause 
her to take to her bed. 

On these two questions most authors observe a discreet silence, 
only a few venturing an opinion, Di Francesco, while unwilling 
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to make any assertions on the possible influence of attack early or 
late in gestation, concludes .that the outlook in the case of multi- 
parous women is worse than in that of primigravide. The ten 
cases upon which this statement is based he analyses thus : 


4 Primigravide, 2 deaths. 2 recoveries. 
2 Secundipare, 1 death. I recovery. 
4 Multipare, 4 deaths. 


He considers the question of age and decides that the greater 
mortality among the multiparous women was due to their more 
mature years. He finds confirmation in Bertoloni’s figures, for 
out of 10 women between 20 and 3o he had five fatalities, while out 
of eight between 31 and 4o he had six deaths. 

Now Bertoloni’s'? analysis on this question of parity covered 
more than the cases mentioned by di Francesco ;3° actually there 
were 37 cases, 20 of whom were pregnant for the first time; of 
those 20, 10 died, a mortality of exactly 50 per cent. Of the 17 
multipare nine died, representing a mortality of almost 53 per cent. 
The difference is too trifling to be of significance. More- 
over di Francesco’s*® argument is in direct antagonism with the 
findings of Hall and Yates®® who, in reviewing a large series with- 
out special relation to pregnancy, noticed an increase in the number 
of severe cases in females in the lower age periods. Furthermore, 
the cases referred to in the previous paragraph will be found 
fairly evenly distributed with regard to this point. The patient 
aged 37 (case 8) suffered severely, but, on the other hand, the 
first case was one of a woman aged 49 in whom the acute 
attack altogether escaped notice. There is an obvious fallacy in 
comparing too closely the Italian with the British cases and it 
may be that the virus in Milan possessed a special predilection 
for older females. 

Parsons,*? writing on the question in 1922, found that the 
majority of the 50 Ministry of Health cases occurred among women 
in whom labour was imminent, in progress or but recently com- 
pleted. On referring to the details of the cases it has been found 
that in 20 the disease made its appearance during the seventh, 
eighth or ninth months, in nine during the third, fourth, fifth or 
sixth months, and in the remaining 11 after confinement or mis- 
carriage ; but in seven of the latter onset was delayed so long that 
the preceding pregnaney was a more or less remote antecedent 
whose aetiological significance must be regarded with a certain 
suspicion. Be this as it may, there can be no doubt that an onset 
during the later months was more common in those 50 cases. 
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These cases may be summarized : 


MINISTRY OF HEALTH. 
At or before 6th month.— 
g Cases—6 died. 
2 recovered. 
1 recovered with sequel. 
Mortality 66 per cent. 
After 6th month.— 
20 Cases 





5 died. 

10 recovered. 

5 recovered with sequele. 

Mortality 25 per cent. 
After delivery.— 

11 Cases—6 died. 

5 recovered. 

Mortality 54 per cent. 

There can be no doubt that Parsons** was on sure ground in 
making his assertion, for even if the seven cases in which the con- 
finement or miscarriage was a rather remote antecedent be excluded 
it is seen that whereas nine became infected early in pregnancy, 
24 exhibited clinical signs for the first time a little to the one or 
other side of full time. It further appears that the mortality among 
those attacked early in gestation is rather heavy. 

Bertoloni!? is in agreement upon the enhanced susceptibility 
in the neighbourhood of term. He quotes 44 cases in which infec- 
tion occurred : 





from the first to the fifth month — ... “as 8 
during the sixth month a wal ar 9 
during the seventh & eighth months én 8 
during the ninth month oe wo 

44 

or 

at or before the sixth month 17 
after the sixth month 27 

44 


Port®? is in general agreement, believing that susceptibility to 
the disease is increased at about the time of the confinement. 

In order to see how far these facts can be said to be true it has 
been thought advisable to collect a number of cases from the litera- 


ture. 171 have been found and are briefly analysed as follows:— 
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Cases infected at or before the sixth month of pregnancy. 








Stage of Gestation Result Result 








Case. Age. Parity. 3rd. 4th. Sth. 6th. to Mother. to Child, 
Ministry of 24. x Died. Abortion before 
Health.76 (9) , death of mother. 

24. x Died. Not delivered. 
30. x Died. Not delivered. 
26. x Died. Not delivered. 
Sh x Died. Not delivered. 
a2: x Recovered. Induced. 
30. x Recovered with 
sequelz. 
25- x Died. Not delivered 
35 Recovered. 2 
Neal.79 25. x Recovered. Healthy and 
at term. 
Bassoe.10 34- 8th x Died. Not delivered 
Pansera.82 x Died. Not delivered. 
Valente & 34. x Recovered. Healthy and 
David.57 at term. 
Poligone’8 (2). 24. Nd oh x Recovered with 
sequel. Healthy. 

[ 35. x Died. Not delivered. 
Audrey & 30. x Died. Not delivered. 
Froment.6 
Gaujoux & x Recovered. Healthy. 
Vincent.114 
Robinson.95 oY: Er. x Recovered. Healthy (to 93 

months after 
birth). 
Pr: x Died. Not delivered. 
di Francesco.39 30. 7th x Died. Dead child 
delivered by Cees. 
sect. after death 
30. 7th x Died. Extra uterine 
gestation 
ay: PY. x Died. Not delivered. 
20. PY; x Improved and ? 
discharged. 
20. 3rd X Died. Not delivered. 
Marinesco,68 32. Pk: x Died. Not delivered 
Achard.! ae Pr: x Died. Miscarriage attet 
fetal death 
Voron & 21, Pt. x Recovered. af es 
Pigeaud. 17 
10. Pr. x Recovered. a re 
Price,90 Karly in gestation. Recovered with Healthy Cces 
sequel, section. 
Chauflard.23 24. Pr. x Died Not delivered. 





*Primipara. 
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*Primipara. 


Stage of Gestation Result Result 
Case. Age. Parity. 3rd. 4th. 5th. 6th. to Mother. to Child. 
Valloix.37 EE x Died. Not delivered— 
attempted 
induction. 
Kreiss.60 oi: Pe x Recovered. Induction. 
Bompiani.16 Young. Pr. x Recovered with Miniature Cees. 
sequele. section. 
Rossi.96 x Recovered. Healthy and term. 
x Recovered. Miscarriage at 
7th month. 
x Died. Not delivered. 
Benthin.11 x Recovered with Stillborn 
sequelee. 
Bertoloni.12 26. x Pe - », induction. 
28. x Recovered. Healthy (to 2 
years later). 
Benthin.11 24. x Recovered. Healthy. 
Bacialli & x Recovered. Healthy. 
Scaglione.? 
Amreich.2 x Died. Dead and pre- 
mature vaginal 
Cees. sect. 
Patek.84 27. Pr. x Recovered. Healthy. 
Jompiani.15 Young Pr. Early months. Recovered with Healthy. 
sequelee. 
Fort.37 24. Pr, Early months. wn 25 Miscarriage. 
During 
subsequent 
pregnancy. 
2g. 4th x Recovered. Healthy, at term. 
3ué.19 41. Pr. x Recovered. Healthy, at term. 
Carnot.20 20. Pr. x Died. Not delivered. 
Deoraigne.30 Pe: x Died. + ey 
Pe: x Died. 5 Pe 
Euzicre & 22. Pe: x Recovered. Not traced 
Carricu.33 but foetal heart 
heard after 
mother’s 
recovery. 
lereboullet.64 22. Pr. > 3 Recovered. Macerated 
foetus. 
Marinesco.68 x Recovered. Healthy. 
Roume.97 23. Pr. x Died. Not delivered. 
Vidal & x Slow recovery. Healthy. 
Couvelaire.37 
Vincent & 17. Pr. x Recovered. Healthy. 
Gaujoux.14 
Dimitz.3} Early months. Died. Not delivered. 
Netter .89 28. x Died. Not delivered. 
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Cases in which onset occurred after the sixth month but before 
the onset of labour. 





Stage of Gestation. 








Almost Result Result , 
Case. Age. Parity. jth. Sth. 9th. atterm. to Mother. to Child. 
Ministry of 28. x Recovered. Signs of 
Health (20)76 ep. enceph. 
25- x Died. Signs of 
cong. syph. 
28. x Died. Healthy. 
33- x Slowly Died 10 
recovering. days old. 
35- x Recovered with Premature 
sequel. labour at 
74 months. 
17. x Pe - Died at 
2 days old. 
28. x Recovered. Healthy. 
37. x Died. Not. deliv. 
38. x Died. [arr 
x Recovered with ? 
sequela. 
28. x ‘ es Died of 


? ep. encep. 


26. x Recovered. ? 
3. x Died. Not deliv. 
35. x Recovered. Signs of 
ep. encep. 
Ministry of 40. x —_ Recovered. Healthy. 
Health.76 
27. x Recovered. Healthy. 
25: x Recovered. Stillborn. 
Cy x Recovered. Healthy. 
40. x Recovered. ? 
40. z Recovered. Stillborn. 
Klippel & 28. re." x Recovered with ? signs of 
Baruk.59 sequel. ep. encep. 
Hofer.56 2nd x Recovered. Died 2 days 
after birth 
(Cees. section). 
Foulkod.38 x Died. Died at birth 
x Died. Healthy (indue 
tion). ’ 
Gaujoux & 28. Pr. x Died. Stillborn. 
Bertrou.4! 
Marinesco.68 31. x Died. Died after a 


few hours. 
Cres. sect.). 


*Primipara. 








Case. 


Jorge.57 


Schulze. 103 


R¢épond and 
Werra.% 
Pansera.82 


‘Tiago d’Almeida.57 


Novaes 

& Sousa.8l 
Pimenta.85 
Santi.100 


Mercier, 
Andrieux & 
Mule. Bonnaud.73 


Strecker & 
Willey.107 


Forget.36 
Janister.8 


Price.99 
Poligone.88 


Andérodias3 
Comimandeur 
& Eparvier.24 
Gaujoux & 
Flaissier.42 
Robinson.95 


” 
Haultain.51 


K reiss.60 


th 
hn 








Stage of Gestation. 


Parity. 7th. 8th. 


2nd. Oue month 
x 
x 
£ 
x 
p. ¢ 
brs" Xx 
Pr. x 
ey 
x 
3rd 
er: x 
Pr. x 
Pr. x 
Pr. x 
x 
Pr. 
Pr. 
2nd x 


9th. 
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Almost 








Result 


at term. to Mother. 





post 


x 


mature 


* 





*Primipara. 


Recovered. 


Recovered and 
died of 
pul-embolus. 
Died. 


Died. 
Died. 
Died. 


Died. 
Died. 


Recovered. 
Died. 


Recovered, 
Parkm. with 
subsequent 
pregnancy. 
Recovered 
with sequele. 
Died. 


Died. 
Died. 


Died. 
Died. 


Recovered. 
Recovered. 


kecovered 
with sequelie. 
Recovered. 
Recovered. 
Recovered. 


Result 
to Child. 





Signs of 
ep. enceph, 
Healthy. 


Not. delivered. 


Induction & 
stillborn. 
Stillborn. 


Signs of 
ep. enceph. 
Stillborn. 
Healthy, 
induction. 
Died ? 
ep. enep. 
Signs of 
ep. encp. 
Healthy. 


Healthy. 


Healthy, 
induction, 
Not delivered. 
Delivered 
dead by post 
mortem Cees. 
sect. 
Healthy. 
Lived 

18 hours. 
Healthy. 


Lived for 
26 days, 
Healthy. 


Healthy. 
Healthy. 

Died 1 hour after 
(Cres, Sect. 
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43 





Almost Result Result 
Case. Age. Parity. 7th. 8th. 9th. at term to Mother. to Child. 
di Fraucesco.39 34. 5th x Died. Healthy. 

Py 34 7th X Died. Dead & 
premature. 

Fr 20. Pr.* x Died. Dead & 
delivered by 
post-inortem 
Caes. sect. 

5 20. Pe x Recovered. Healthy. 

5 335 oth x Recovered. Healthy, 

Fino & 2g. 2nd x Recovered. Healthy, 
Fubini.35 induction. 
bi 31 Pe x Recovered. Healthy. 
induction. 
Benthin.11 x Died. Dead pre- 
mature—Vaginal 
Cees. sect. 
rr 26. 3rd x Recovered. Healthy. 
Herd.55 24. Pr. x Died. Healthy. 
3 28 Pe x Recovered Stillborn. 
sequel. 
Garnett & 26. 2nd + Recovered. Healthy. 
Washington.40 
Benthin. 24. PE. x Recovered. Healthy. 
Bacialli & x Died. Healthy at 
Scaglione.7 birth, died 3 
days later. 

s x Died. Healthy, died 
6 days later. 

” X Recovered. Healthy. 

¥ x Died. Died 3 days 
alter birth. 

Amreich.2 & Recovered. Healthy. 
Waldstein. 18 x Died. Not delivered. 
_ X Recovered. Healthy. 

Latzko.62 Recovered. Healthy. 
Cres. section. 
Putnam.9! 26. 3rd Near term. Died. Stillborn. 
Turenne, 112 sth x Died. ? 
Fino & Fubini.s5 23, Pr: x Recovered. Healthy. 
Fort.37 20. PY; x Recovered. Healthy. 
- Later months. Recovered Healthy. 
sequel. 
rt 2 days before confinement. Y i Healthy. 
Brindeau.37 30. Pr. x Recovered. Died 6 weeks 











*Primipara. 


alter birth 
at term. 
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Stage of Gestation. 





Almost Result Result 

Case. Age. Parity. 7th. 8th. 9th. at term. to Mother. to Child. 
Cathala.37 x Recovered. Healthy. 
Démelin.37 x Recovered with Healthy. 

sequelze, 

- Young, x Recovered. Healthy. 
Kuzicre & x Recovered. Healthy. 
Carrieu.33 
Lasseigne.37 x Recovered. Healthy. 
Marinesco.6 x Recovered. Healthy. 
Millian.37 Pr.* x Died. Not delivered. 
Netter.80 33: x Died. Not delivered. 
Valloix.37 x Died. Premature 

macerated 
foetus. 
Dimitz.31 Later months. Recovered. Healthy. 
* *" Recovered. Healthy— 
induction. 
Kreiss.60 x Recovered. Healthy— 
Cees. sect. 
Répond.% x Died. ? Healthy. 
Valente & x Recovered. Healthy. 


Maraes David.57 








*Primipara. 
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Cases in which onset has occurred afler delivery. 








Result Result 











Case. Age. Parity. Time of Attack. to Mother. to Child. 
Ministry of 29. 4th day of puerperium. Died. Healthy. 
Health,76 (11). 

18. 2nd day of puerperium. Recovered. Healthy. 
an. Ist month of ee Recovered. Healthy. 
27. 2 days after miscarriage. Died. 
32. 4 weeks after confinement.Died. Healthy. 
Vic 1 month after . Recovered. Healthy. 
39. Miscarriage 1 month beforeDied. 
RV 15th day of puerperium. Died. Healthy. 
3a. 17th day of ; Recovered. Healthy. 
40. ist day of convalescenceRecovered. Healthy. 
5 from Cres. sect. 
28. ist day of puerperium. Died. Signs of epide- 
mic encephalitis 
& died 6 days 
after birth. 
Strecker & 38. 3 weeks after confinement.Recovered Healthy. 
ibe Willey.107 with sequel. 
re 22. 1 month after confine- Pe Healthy. 
ment. 
Couvalaire & 18. Pr. 2nd day of puerperium. Died. Healthy. 
Trillat.26 
Hallé.47 Pr. 4th month of puerperium.Recovered. Died of 
ep. enceph. 
d’Andrea4 4o. 7th and day of os Recovered Healthy. 
with sequel. 
Martin, Dechaume?®24. Pr. 3rd day of Pr Died. Healthy. 
& Mallartre. 
Robinson.95 2nd ist day of puerperium. Recovered. Healthy. 
Henneberg.54 33. 3rd During the a4 Recovered, Healthy. 
Parkism. with 
subsequent 
pregnancy. 
Voron, Dechaume 24. Pr. 40 hrs. after confinement.Died. Healthy. 
& Mallartre.116 / 
Bompiani.16 44. 11th While suckling a baby. Recovered but Healthy. 
Parkm. with 
subsequent 
pregnancy. 
Fort37 24. Pr. 24 hrs. after .confinement.Recovered. Healthy at birth 
died at 12 mths 
T.B. glands. 














46 Journal of Obstetrics and Gynecology 


Further analysis shows that, 


Of the 58 attacked during the first half of gestation— 
27 died. 
21 recovered. 
10 recovered with sequel. 


Mortality 46 per cent. 


Of the or attacked during the second half of gestation— 
30 died, 
41 recovered. 
13 recovered with sequelz. 
1 recovered to die later from pulmonary 
embolism. 


Mortality nearly 39 per cent. 


Of the 22 attacked after delivery — 
g died. 
8 recovered. 
5 recovered with sequel. 


Mortality nearly 41 per cent. 


When viewed in the light of these 171 cases it certainly seems 
that the conclusion reached by Parsons*? can be upheld, namely 
that the attack is definitely more common during the second half 
of gestation and in the puerperium than during the earlier months 
of pregnancy in the ratio of 113 :58 which is roughly equivalent to 
2:1. Out of three cases, therefore, two may be expected to occur 
during the later months or early in the puerperium. The mor- 
tality figures are not very convincing but suggest a_ slightly 
increased death rate when infection takes place early in gestation. 

The question now arises whether the course is the same in 
cases of early and late infection. As regards the encephalitis this 
question has already been answered by stating that the mortality 
is slightly higher among those which become infected during the 
first half of gestation. As regards the pregnancy the answer 
depends primarily upon the severity of the infection, In cases 
which are destined to recover there is no apparent difference in the 
two groups. Fatal cases take one of three courses, some patients 
die before delivery, others succumb after miscarriage or premature 
labour, yet others die after confinement at term, The last group 
is composed mainly of patients in whom the acute attack was 
delayed until the later weeks, 
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On analysing the cases in which the fate of the products of 
conception as well as the date of infection is known it appears 


that: 


of 24 fatal cases infected before the sixth month— 


22 died without being delivered... ... 92 per cent. 
2 miscarried and died afterwards .... 8 per cent. 


whereas of 29 fatal cases infected after the sixth month— 


8 died without being delivered... ... 28 per cent. 
10 died after premature labour... ... 34 per cent. 
11 died after confinement at term... 38 per cent. 


It is, therefore, evident that miscarriage during the early months 
is rare, whereas premature labour later in gestation is relatively 
common; 

Since early infection appears to be associated with a rather 
higher mortality the general statement made in a previous section 
upon the course the illness in cases of great severity is confirmed. 
The most severe cases die before delivery can be accomplished, 
the least severe go to term and in the intermediate group labour is 
premature. 

It is unfortunate that the records of the parity are very incom- 
plete, reference being made to this point in only 71 cases. These 
can be grouped : 


Infected at or before the sixth month 

of 29 there were 
24 primigravide of whom 10 succumbed— Mortality 42 per cent. 
five multiparze of whom four succumbed Mortality 8o “A 
Infected after the sixth month— 

of 33 there were 
21 primigravide of whom eight succumbed 

Mortality 35 ” 

12 multiparze of whom five succumbed Mortality 42 99 


Infected after confinement or miscarriage— 

Of nine there were 
five. primigravidse of whom three succumbed 

Mortality 60 per cent. 

four multipara, all of whom recovered. 

Of the 71: 
50 were primigravide of whom 21 died Mortality 42 per cent. 
21 were multipara: of whom 1o died Mortality 47 ‘a 
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The outstanding fact is the increased susceptibility to infection 
on the part of those who are in their first pregnancy, primigravide 
being attacked with about double the frequency of multiparee. This 
is in keeping with the findings of Bertoloni!? in whose series of 
37 pregnant women, 20 were primigravidz, and of Tropl™ who 
in reporting seven cases noticed that in six the patients had not 
previously had children. This state of affairs is, after all, to be 
expected because of the admitted total relative increase in female 
cases at the lower age periods. There is little else of real value in 
the above analysis; it would be rash to theorize on such questions 
as enhanced mortality among multiparous women infected before 
the sixth month, or lowered death rate in the same class when 
infection occurred after delivery, because the total number of cases 
in these groups is only six and four respectively. The fact that 
the average total mortality differs but little in the two groups goes 
to show that, on the whole, parity does not exert any marked 
effect upon the course of the disease. 


CONCLUSIONS. 


(1) The smaller group of 20 patients in whom the acute attack 
occurred during pregnancy, shows that neither the age of the preg- 
nancy nor the parity of the patients exert any effects upon the 
course of acute epidemic encephalitis. There is no evidence deduce- 
able from these cases to show that the outcome of the disease differs 
on account of either of these two factors. 

(2) There is, however, a suggestion of increased susceptibility 
on the part of those in a first pregnancy, 11 primigravide having 
been attacked to seven multiparous women. 

(3) The general group comprising 171 cases indicates that 
infection has been noted more commonly during the later months 
of pregnancy and after labour is over than in the first half of ges- 
tation; thereby upholding Parson’s*? contention enunciated in 
1922. This group suggests that the mortality is greater when 
infection takes place early in pregnancy. 

(4) Miscarriage following infection during the early months 
is shown to be uncommon; severe cases in this group succumbed 
before delivery. When, however, infection takes place later in 
pregnancy premature labour is as common as death ‘‘enceinte.”’ 


(5) The 71 cases in which there is knowledge of the parity 
suggest that primigravide are more frequently attacked than those 
who have previously born children. Because young females are 
known to be more prone to infection than women of mature years 
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it is probable that this enhanced susceptibility among those preg- 
nant for the first time is due to general causes and not specially 
related to pregnancy, primigravide being, on the whole, younger 
than multiparous women. There is but slight evidence in support 
of di Francesco’s belief that pluriparity makes the prognosis more 
grave because of increased age. The figures adduced show that 
the mortality is only slightly higher in the multiparous group. 

(6) The 20 cases, which were infected during pregnancy, 
though differing in some respects, support the general argument 
that infection is particularly common in young women most of 
them being in the third decade of life. They neither add to nor 
subtract from the suggestion that attack early in gestation enhances 
the mortality, because none of them proved fatal and their clinical 
course was very similar. They are at variance with the conclusion 
that infection is more common during the later months in that 
while these 20 cases were fairly evenly distributed throughout 
pregnancy as a whole a slightly larger number was attacked during 
the first half of gestation. 


» 
THE CHILD. 


Although epidemic encephalitis is not a highly contagious 
disease, instances of direct infection are not unknown. Occasional 
infection of a newly born infant from its mother is, therefore, to 
be expected and has in fact been reported from time to time. Such 
infection has been variously ascribed to transplacental passage 
of the virus, to the mother’s milk and to other maternal excretions 
with which the baby comes in contact. Jorge®’ recognizes two 
distinct types of infantile encephalitis, congenital in which the 
foetus becomes infected in utero, and hereditary in which infec- 
tion from one or another maternal source takes place after birth. 
There has been much argument as to the possibility of the various 
methods of infection, and differences in opinion are even now rife. 
It is, however, generally agreed that while infantile infection is 
possible it is an uncommon phenomenon. The opposite proposition, 
that children born to encephalitic mothers are endowed with a 
natural immunity to the disease, has never been enunciated. 

On the score of encephalitis epidemica neonatorum the present 
series of 21 cases is helpful only in that it lends weight to the ortho- 
dox view that infection before birth or in early infancy is unusual. 
In none of the cases is there anything suggestive of infection in 
utero; in one only is there the very faint possibility of infection 
some time after birth; many of the infants were suckled without 
incurring harm; in one case (12) the child remained healthy despite 


D 
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its being subjected to a continuous stream of maternal, and presum- 
ably infected, saliva. The children have been traced for varying 
periods to as long as nearly five years in Berkeley and Cockayne’s 
case (19) and all have remained healthy with three exceptions. 
Of these, one (Case 11) was born in a mother with Parkinsonian 
symptoms two years after the acute attack which had 
occurred during the course of a previous pregnancy; that infant 
died at the age of six months as the result of scalds. The second 
exception was Case 6 in which the child died after two years of life 
from an unknown cause; the third (Case 4) being of special 
interest, Hall’s own words will be quoted: ‘‘In one of the earlier 
cases in which Cesarean section was performed, the child was taken 
away from the mother at once and kept apart from her for several 
months. Curiously enough this is the only case of the series in 
which anything suggestive of infection has been reported. The 
mother developed Parkinsonism. The child was in every way 
healthy until two years of age. She then suddenly lost the use of 
the left arm. This apparently recovered, but about a month later 
she lost the use of the left leg. When I saw her in December, 1922, 
there was some weakness and clumsiness in the left leg suggesting 
the slight remains of a ‘Poliomyelitis.’” He has seen the child 
again recently and communicated further in the following terms : 
... “there is no doubt that it had an attack of ordinary acute 
poliomyelitis, which has left behind some weakness in one limb, 
otherwise it is normal.’’ 

These cases show that the child’s chances are good, as 100 
per cent. of the 20 infants were delivered alive after an acute 
maternal attack during pregnancy (the case in which the acute 
attack did not take place during pregnancy being excluded); with 
one exception they all remained healthy for a sufficient length of 
time legitimately to discount any untoward influence on them as a 
result of the mother’s disease. 

In broad terms the same facts have been observed by other 
authors, the child’s outlook being generally regarded as fairly good 
provided the pregnancy goes to term, 

Certain other aspects of which no hint is obtained from a study 
contined to these few cases emerge when a wider field is surveyed. 
Return will be made, therefore, to the 171 collected cases to which 
reference has already been made in another section of this review, 

It will be remembered that in 58 cases the mothers were infected 
at or before the sixth month of gestation. Of these, 31 lived and 
27 died; of the 27 none gave birth to living children, the fates of 


WwW 


whom may be expressed as follows ; 
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Of the 27 dead mothers : 

22 were never delivered. 

1 was delivered of a 28th week baby, one hour after 
her own death, by Czesarean section. 

1 foetus was delivered prematurely by vaginal Cesar- 
ean section. 

1 foetus died before the mother miscarried. 

1 mother miscarried and died subsequently. 

I gestation was tubal. 


27 


There is little need for comment upon these cases; in this group 
it is obvious that the chance of obtaining a living child is intinite- 
simally small, the only hope being that the mother’s death may 
be delayed until after viability of the child. It is noticeable that 
the foetal mortality appears to be secondary; were it primary, 
miscarriage would surely be more frequent; in only one case was 
there evidence of foetal death before that of the mother. The 
hope which prompted di Francesco*® to perform post-mortem 
Caesarean section must indeed have been forlorn since gestation had 
only reached the twenty-eighth week at the time of the mother’s 
death, and it must be admitted that a large number of intants 
delivered between the twenty-eighth and thirty-second weeks 
succumb. 

Of the 31 surviving mothers who were infected at or before 
the sixth month : 


16 gave birth to healthy infants at term. 

1 was successfully delivered, by Cesarean section, of a 
healthy infant. 

3 foetuses died in ulero before the mother miscarried. 

2 mothers miscarried and survived. Whether foetal death 
preceded or followed the miscarriage is not known, 

5 foetuses were delivered betore viability by induction of 
premature labour or by Czesarean section, 

4 the fate of foetus is unknown, 


3! 


lt is thus evident that the 31 pregnancies resulted in the pro- 
duction of 17 healthy babies, which makes the foetus’s chance of 
survival to full time equal to almost 55 per cent. But in five cases 
pregnancy was terminated artficially before viability and presum- 
ably, theretore, rightly or wrongly, in the interests of the mother. 
It is not improbable that some at least of these five would have 
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proceeded satisfactorily to term had recourse not been had to 
induction or Cwsarean section. It does not seem unjustifiable to 











exclude these cases altogether, in addition to those in which the 
ultimate fate of the embryo is unknown. In one case at least, 
(Fort37), the foetal heart was heard after recovery of the mother, and 
it is probable that the pregnancy terminated successfully at term. 


In these circumstances, 


it may be said that of 22 pregnancies 


in which infection occurred during the early months, 17 terminated 
in a manner satisfactory to the interests of the child. To the three 
cases in which the foetus perished before miscarriage reference will 
be made later. At this stage it can be asserted that when infection 


of the mother takes place 


during the early months of pregnancy 


the child’s outlook varies directly with the prognosis to the mother. 


It is almost a platitude to 


say that should she die before the child 


becomes viable the latter’s chances are nil; it is, however, good to 


know that in the event of 


her recovery there is a reasonable hope 


of obtaining a healthy infant at term; this hope corresponds in 
all probability to a 3:1 ratio; or expressed in another way, out 
of four pregnancies, one will be unfruitful, a figure which shows 
that the disease, if not fatal to the mother, plays but little part 


in influencing foetal mortality. 

Passing to a consideration of the g1 cases in which infection 
was delayed until the second half of pregnancy, the fates of the 
children of the 37 mothers who died were : 


6 were healthy and born at, or near, term, including one 
healthy child whose mother died some weeks later from 
pulmonary embolism. 

4 were born dead, but were all premature. 

was born prematurely and macerated. 

3 were born dead at term. 

showed signs of epidemic encephalitis, but recovered. 

were not delivered. 


— 


died a few days 
died a few days 
3 healthy children 


-—- CN 


tion of premature labour or by Czesarean section. 
2 were delivered by Czesarean section after death of the 
mother between the 28th and goth weeks ; neither survived. 
1 showed signs of congenital syphilis. 
the fate is unknown or uncertain. 


after premature birth. 
after birth at term. 
were delivered artificially either by induc- 
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In all, 11 healthy children were obtained, naturally or arti- 
ficially, a combined foetal and infantile mortality of 70 per cent. 
in order to eliminate any possibility of argument about the 
syphilitic case it is better that it be excluded together with the 
two cases in which the fate of the infant is unknown, reducing the 
total to 34 cases. It may then be said that the infant’s chance in 
this group is about 32 per cent. and the foetal and infantile mor- 
tality 68 per cent. 

The magnitude of this figure is not surprising when investigation 
is made as to the cause of the mortality. In the first place, the 
fact that eight mothers died while still carrying their young must 
not be allowed to escape observation ; in the second, it is noteworthy 
that out of 15 infants who were either born dead or succumbed 
within the first few days of life no less than 11 were premature. 
It may be alleged, possibly with some justification, that this 
“‘whittling’’ of the mortality merely begs the question. Not at all. 
The child’s outlook must, of course, be grave in this group which 
includes cases as early as the twenty-eighth week of gestation. An 
infant whose mother dies so soon after viability cannot be expected 
to have much hope of life; the nearer the mother is to term at 
the time of death the greater are the chances of the foetus—again 
a platitude, but a necessary statement in that it proves that the 
infantile mortality is in large part due to prematurity. Is the 
prematurity due to the disease? An attempt to answer this question 
has been made in another place when it appeared that premature 
labour in the more severe Continental cases is a happening of no 
great rarity. 

Of the 54 mothers who were infected after the sixth month and 
survived : 

30 healthy infants were born at term. 

3 healthy infants were delivered successfully after induc- 

tion of premature labour. 

4 infants exhibited signs of epidemic encephalitis and 
recovered. 
infants exhibited signs of epidemic encephalitis and died. 
healthy infants were delivered by Cesarean section, 
premature infants died shortly after delivery by Caesarean 
section. 
3 premature infants succumbed within a few hours or days 

of birth, 

4 premature infants were dead at birth, 
3 the fate of the infants is unknown, 
infant, healthy at birth, died from unknown cause at the 
age of six weeks. 


ty 


ty 


to 


— 
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Thus 39 infants, excluding the child which was healthy at birth 
but died six weeks later from unknown cause, survived out of a 
totai of fifty-five; excluding from that total the three whose fates 
are unknown, and the one which died from unknown cause, that 
number becomes reduced to 50, making the infantile mortality 
22 per cent. A glance at the table will show that the mortality in 
this group, as in the former, is due in the large majority of cases 
to the prematurity rather than to the disease; for out of the 11 
children who died in only two has it been suggested that death was 
due to encephalitis, and of these two, in one only was the diagnosis 
confirmed post-mortem (Santi’s second case!°), 

Out of 22 mothers infected during the puerperium, 13 lived and 
9 died. The fates of the children of the nine mothers who died were : 


6 remained healthy. 
1 showed signs of epidemic encephalitis and died. 


2 fate unknown. 


Of seven infants whose fates are known one died, a mortality of 
14 per cent. Owing to the smallness of the total number, it is 
probable that this figure is rather too high. 


Of the thirteen mothers infected during the puerperium who 
lived : 


11 children remained healthy. 
1 child showed signs of epidemic encephalitis and died. 


1 child died from another cause at the age of twelve months. 


The mortality in this group is, therefore, about seven per cent. 
Maternal infection during the puerperium is thus seen to be 
associated with a low infantile mortality, a fact which emphasizes 
the rarity of transmission of the disease from mother to offspring. 
Collecting the results obtained in each of the six groups, and 
excluding cases in which the fate of the child is unknown : 
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Surviving Fetal and 
Cases. infant. infantile mortality. 





GROUP I. 

Fatal maternal infection 

before the 6th month a7 O 100 per cent. 
GROUP 2. 

Non-fatal maternal infec- 

tion before the 6th month 
GROUP 3. 

Fatal maternal infection 

after the 6th month 34 10 68 
GROUP 4. 

Non-fatal maternal infec- 

tion after the 6th month 50 39 
GROUP 5. 

Fatal maternal infection 

during the puerperium 7, 6 14 
GROUP 6. 

Non-fatal maternal infection 
during the puerperium 13 12 7 ae 


nN 
a | 
~ 
“I 


nN 
to 





Total in all six groups 158 84 yO per cent. 








It would seem, therefore, that more than half the total cases 
are productive of children who survive for more than a few days, 
regardless of the stage of the pregnancy at the time of the acute 
attack, and of the fates of the mothers. This is in keeping with 
previous findings of which two examples will be quoted, those of 
Bertoloni!? and of the Ministry of Health.“© The former was able 
to trace 37 children of whom 18 survived for more than a few days 
or weeks; according to his figures, therefore, the combined foetal 
and infantile mortality is equivalent to about 51. per cent. There 
are 32 relevant cases in the Ministry of Health Report,*® 15 sur 
viving infants resulting, a mortality of 53 per cent. The close 
approximation of these three—46, 51, and 53 per cent.—is note- 
worthy and indicates that the foetus has about an “‘even”’ chance. 

This bald statement, however, must be considered in conjunction 
with the six groups into which the cases have been divided. lt is 
further worthy of remark that the maternal death rate rougtily 
corresponds to the combined infantile and foetal mortality. “Phis 
is, of course, to be expected, more particularly in those patients 
who were in the earfier months of pregnancy at the time of onset 
of the disease. It is not surprising that Groups 1 and 3 comprising 
the fatal cases should be associated with fewer live infants than 
Groups 2 and 4 in which the mothers recovered ; these observations 
lead to the equally to be expected conclusion that the nearer the 
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pregnancy is to term at the time of the acute attack the greater 
is the hope of obtaining a surviving baby. Of the cases attacked 
during pregnancy and in which the disease passes to recovery, 
about three-quarters of the infants may be expected to live. When 
the onset in the mother is delayed until the puerperitm the child’s 
risk is slight. 


The Dead Children. 

It becomes apparent, moreover, that in those cases in which the 
issue as regards the foetus or infant is unfavourable, the factors 
contributing to that issue are maternal death before delivery, 
interruption of the pregnancy before viabilitv, whether natural or 
artificial, similar interruption after viability but before full time, 
stillbirth at term, intra-uterine death of the foetus and in‘antile 
epidemic encephalitis. 

In order more precisely to determine the importance of each of 
these causes of death a table is appended which includes the 73 
cases fatal to the foetal or young infant. 


MATERNAL INFECTION. 





Before After 
the sixth the sixth 
month. month. Puerperium. Total. 
Mother died before delivery. 22 7 29 
Interruption before viability, 
natural or artificial. 7 7 
Interruption after viability, but 
before term, natural or 
artificial. 2 22 24 
Intra-uterine foetal death. 4 3 7 
Infantile epidemic encephalitis. 2 2 4 
Stillbirth at term. 2 2 
Total a5 36 2 vi 


The predominant causes are clearly the mother’s death and 
prematurity, accounting together for 73 per cent. of cases fatal 
to the offspring, the former in the earlier months, the latter in the 
second half of pregnancy. 


The Surviving Children. 

What can be said of the 85 infants who survived birth for more 
than a few days or weeks? Unfortunately, not very much, because 
the majority are lost sight of soon after their mothers’ recovery or 


death; writers content themselves with remarking that the infant 
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was healthy at birth and remained so until the mother’s discharge 
from hospital; the interval between observation and publication 
is often short, and further communications are rare. The only 
definite statement which can be made is that with few exceptions the 
children remained healthy fer as long a period as they were watched. 
This period varied from several years in some cases (Strecker and 
Willey!®’) to a few weeks in others. The exceptions have reference 
to an odd case here and there in which the child fell victim to 
some extraneous ailment or accident. Writing on this question, 
Hall (personal communication) says that so far as his own eighteen 
cases go “‘the child does not appear to be affected in any way by the 
acute attack of encephalitis in the mother. I say ‘appear to be’ 
because it is impossible to say how far effects may have been pro- 
duced which will only show themselves at a later stage of 
development.’’ His opinion, as always, must carry great weight, 
and it is quite possible that the future may prove his wisdom 
in thus gently applying the brake. Nevertheless, there is a 
significant absence from the literature of further reference to the 
majority of the children, a fact which renders improbable sub- 
sequent encephalitis, for cases of that nature would be sure to 
attract the attention of clinicians . 

It must not be allowed to escape notice that many of the collected 
cases occurred as long as eight or ten years ago and the profession 
is still awaiting a communication on ‘‘delayed infantile infection”’ 
or some similar subject. Adding together this negative infor- 
mation, if so it may be called, the few positive facts to be found 
in the literature and the known fates of the children in the 20 cases 
reported here in which the acute attack occurred during pregnancy, 
it does not seem outrageous to assert that if signs of encephalitis 
do not develop in early infancy there is little likelihood of their 
subsequent appearance, and that there is nothing to suggest that 
the children of encephalitic mothers suffer any later mental or 
bodily infirmity as a result of their unfavourable birth environment, 


Encephalitis Epidemica Neonatorum. 


The question of infection of newly born infants has aroused 
widespread interest from the earliest days of the disease when 
Harris®? in this country and Novaes and Sousa‘! in Portugal 
recorded cases in which the infants exhibited symptoms similar to 
those of their mothers. The possible sources of such infection 
are :- 


(a) By passage of the virus across the placenta. 
(b) From the mother’s milk. 
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(c) By contagion from the mother or from some maternal 
secretion other than milk. 
(d) From some source not maternal. 


The relative merits of each of these possibilities will now be 
discussed in turn. 


(a) Infection of the foetus in utero. 

The evidence in favour of infection via the placenta is patho. 
logical and clinical, the former being both histological and 
experimental. 


(i) Pathological evidence. 

A. Histological. 

Histological evidence implies the finding of characteristic 
changes in the brains of unborn foetuses, of still-born children and 
of infants dead so soon after birth that infection from any other 
source can be fairly and reasonably excluded. In this connexion it 
is important to realize that the criteria must be absolute, the dis- 
covery of intra-cranial haemorrhages cannot be accepted as proof 
in the absence of the more definite histological changes. 

The likelihood of such ecchymoses being due to birth injuries, 
as in Commandeur and Eparvier’s** case, is too great to admit 
them in evidence. Labour being easy and painless in these cases 
precipitate birth is probably more common than is suspected. If, 
however, microscopical changes, the most important of which is 
perivascular cuffing, are discovered, then the case for transplacental 
passage is proved. Reference in full to Marinesco’s® and 
Kononowa’s** cases will be found in the section of this review 
devoted to ‘‘Pathology;’’ those authors have established the 
possibility of infection by this route, while Santi’s case,!° though 
not quite so conclusive, lends added weight. 


B. Experimental. 

In 1922, Levaditi, Harvier and Nicolau®% proved experi- 
mentally that the virus can cross the placental site. They 
inoculated pregnant rabbits with virus obtained from human 
sufferers dead of the disease. These animals succumbed, where- 
after positive results were obtained on re-inoculating other rabbits 
with extracts of brain, placenta, mammary gland and liver from 
the dead mother rabbits as well as with extracts of the central 
nervous system of the embryos. 

Bacialli and Scaglione* had previously, in 1921, failed to trans- 
mit the disease to animals by inoculation with maternal blood, 
foetal blood, maternal and foctal cerebro-spinal fluid, and placental 
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emulsion obtained from two cases in which the mothers died shortly 
after giving birth to dead premature infants. These results show 
that transmission across the placenta does not always occur, even 
in severe cases, a fact which is now well established. 

Jorge®? has described ‘‘suggestive changes’’ in the placenta, 
comprising areas of degeneration which grated when cut with a 
scalpel. The suggestion that such are products of the disease 
cannot be accepted; Jorge’s ‘‘areas of degeneration’? do not differ, 
in description at all events, from that which is frequently found at 
the routine examination after completion of the third stage of 
labour. Many authorities, including Santi,!° Fort** and other 
staunch advocates of the theory of transplacental passage, refer 
to the placenta as normal. 


(ii) Clinical evidence. There are two ways in which clinical 
as opposed to post-mortem evidence can help in the elucidation of 
this problem; on the one hand frequent death of the foetus before 
term would be suggestive, particularly if such death bore a detinite 
time relation to the onset of encephalitis in the mother, or if it 
could be shown to be related to the severity of the maternal attack ; 
on the other hand there is the group of cases in which apparently 
definite signs have been manifested by children who have survived 
for a sufficient length of time for such signs to have been observed. 


A. Fatal death before term. 

Foetal death before term has been detinitely reported seven 
times, Achard,' Putnam,®! Voron and Pigeaud!™ (2), Lereboullet,! 
Valloix,** Répond and Werra.®* Whether it is more frequent than 
appears is difficult to say, the criteria being uncertain in the earlier 
weeks of gestation. The mother sometimes dies before giving 
birth to her dead foetus, as in Reépond’s"' case and evidence 
of foetal life is not always obtainable, since the period over which 
observations can be conducted is often short in the more severe 
cases; it is just these in which death of the foetus is most to be 
expected. There are, however, these seven undoubted cases, tive 
fatal, all severe, in which there is proof positive of foetal death ; 


the latter appears to occur when the symptoms of epidemic encepha- 
litis become most marked. The time for which the mother carries 
the dead embryo is variable, in Voron and Pigeaud’s!" first case a 
three months embryo was expelled at the twenty-fourth week, 
whereas in Achard’s! case the foetal heart sounds had only been 
absent for 24 hours before the onset of premature labour. On the 


whole it may be tentatively said that in the most severe cases the 
foetus dies and the mother succumbs soon after, without giving 
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birth ; in cases not quite so severe the mother miscarries a few days 
after foetal death; while in cases which are going to recover mis- 
carriage may be delayed for a period of weeks or even months. 


B. Clinical manifestations. 

Clinical manifestations have been reported nine times—Ministry 
of Health’ (3), Harris,52 Novaes and Sousa,*! Klippel and Baruk,°? 
Hallé,*? Santi, and Mercier, Andrieux and Bonnaud.*? In three 
of these (Ministry of Health’® (2), and Novaes and Sousa*') signs 
were present almost from the moment of birth; in the remainder the 
onset was delayed for from seven to 14 days. Two infants 
succumbed, one after early, the other after late onset; all were 
breast fed except in the case of Mercier, Andrieux and Bonnaud,’* 
in which the baby was segregated from the mother. In all 
cases there was a noticeable similarity in signs between each 
infant and its own mother; when, for instance, myoclonus formed 
a prominent feature of the maternal attack, the baby was the subject 
of similar movements. There is no correspondence in severity 
either in the group as a whole or between individual mothers and 
children. 

It cannot be denied that these cases are open to argument, 
but taking all things into consideration it does look as if they are 
genuine examples of encephalitis epidemica neonatorum ; because 


of the brevity of the interval between birth and the appearance ot 
symptoms, coupled with pathological evidence, it is not improbable 
that the virus obtained access to the nervous system of the foetus 
via the placenta. This probability is increased when it is remem- 
bered that in one case (Mercier) signs appeared in spite of 
separation of mother and child from birth. 


(b) Infection from the mother’s milk. 

It has been argued that transplacental infection does not 
satisfactorily explain cases of infantile encephalitis in which 
infection is delayed until after the lapse of a few days of apparent 
health, and the hypothesis of milk infection, has been offered in its 
stead. In particular Veksin''3 and Klippel and Baruk® strongly 
support this theory ; the two latter describe a suggested case in which 
the infant born at full time and healthy, fell, after two or three days 
of life, into a condition of torpor in all ways comparable with that 
of the mother. The child was breast fed until the eighth day, when 
it was weaned; thereafter improvement was rapid and a good 
recovery followed. Protagonists of, this view draw a parallel between 
saliva which has been proved to contain the virus and the secretion 
of the mammary gland; if it is found in one, why not in the 
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other ? The more venturesome have even suggested that there are in 
these cases definite physical signs in the breasts due to the disease. 

When examined critically this theory can be seen to be little 
more thana mere speculation. It starts with an unfounded 
assumption, namely, that because clinical manifestations are 

. delayed, therefore, infection could not have been present in the 
infant’s body before birth. The virus of epidemic encephalitis is 
known to have a habit of lurking in the body without giving rise 
to definite clinical phenomena, as evidenced by recrudescences in 
adults. It is not easy in any given case to be certain that a child 
at birth is free from symptoms which a few days later become 
marked. And is the healthy interval so very long after all? 
In Klippel and Baruk’s®® case the brunt of the attack was over by 
the eighth day, while in none of the others have signs been 
delayed for more than a few days, with the single exception of 
Mercier’s*? in which onset did not occur until the second week. 
But this child was not fed at the breast and was separated from 
the mother as soon as born; evidence most damning to the theory 
of milk infection. 

It is true that the virus is believed to live in saliva in combina- 
tion with cells of the buccal epithelium—it has an epitheliotropic 
affinity, seen to an extreme degree in Guillain, Kudelski and 
Lieutrand’s*® case which presented a complete von Mikulicz’s 
syndrome; its neurotropic aflinity is of course obvious. It is also 
true that a fair analogy can be drawn between the breast and the 
parotid salivary glands since both are ectodermal growths, the one 
inwards from the skin, the others outwards from the stomodeum : 
the nervous system, too, is of ectodermal origin. But though the 
epithelium of the mammary and parotid glands is embryologically 
similar, and though the histological characters are not dissimilar, 
their secretions differ markedly in composition and function. 
Because the virus finds congenial surroundings in saliva plus 
buccal epithelium, it does not follow that a medium composed of 
milk with lactiferous duct epithelium will be equally advanta- 
geous to its livelihood and to the preservation of its pathogenic 
properties. 

The finding of physical changes in the breasts of mothers whose 
infants have been weaned or never put to the breast need surely 
be no cause for surprise, inasmuch as the only signs which have 
been observed are pain, tenderness and firmness to the touch, 
common manifestations in cases of this nature. 


Furthermore, analogy can be answered by analogy. Is disease 
in general commonly transmitted to offspring through the medium 
of the mother’s milk? The answer to this question is emphati- 
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cally in the negative. It is well to recall that the strepto- 
coccus of scarlet fever has been isolated from cow’s milk, yet it is 
not proven that infection by the mother’s milk ever occurs although 
infants born to scarlatinal mothers are liable to contract that disease. 
Is Malta fever spread to the baby by human milk infection? Yet 
the bacillus melitensis has its normal habitat in the milk of goats. 
If authorities on such diseases as these remain unconvinced surely 
in encephalitis the doubts must be increased a thousand-fold 
for the virus has never been isolated from the mother’s milk 
nor have any experimental records been traced which show that 
human milk is ever pathogenic except in cases of breast abscess. 
True enough, Levaditi, Harvier and Nicolau® obtained positive 
results with an extract from the mammary gland of an artificially 
infected pregnant rabbit, but that is not good evidence when 
all the rest is so very slender. *This theory of milk infection had 
best be laid aside until proof more definite is forthcoming. 


(c) Infection from maternal secretion other than milk or by 
conlagion from the mother. 


The ordinary mode of contraction and dissemination is shrouded 
in such mystery that it is difficult to speculate upon the most likely 
source from which the newborn babe becomes contaminated. There 
is, however, definite evidence that the virus lingers in the saliva 


not only of sufferers from the disease but of otherwise healthy 


carriers. It might, therefore, reasonably be supposed that 
in some cases infantile infection takes place from the saliva of 
the mother; indeed such a mode would be expected to be rather 
common, firstly because of the continuous and uncontrollable 
salivation which is such a marked feature in some cases, and 
secondly, because of the maternal habit of kissing. The only 
evidence which has been found on this point is that furnished by 
case 12 in which the infant was for eighteen months subjected to 
such a stream of saliva with no ill effects. This is admittedly an 
isolated example but, combined with the rarity of infantile infection, 
it does make it worth while to speculate whether this disease is 
similar to syphilis in that an infected mother cannot harm her own 
child after birth ? 

Of the other possible maternal sources of infection nothing can 
be said nut this, that no one has produced any material upon which 
to base conclusions. If it be true that the nasal and pharyngeal 
secretions harbour the virus then these secretions stand on equal 
ground with those of the salivary glands. Contagion, it cannot be 
denied, must necessarily be possible; spread in this way is known 
to occur occasionally in adults, On the other hand, the fact that 
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Marinesco® found post-mortem changes in an undelivered foetus, 
together with the case of Novaes and Sousa*! in which the baby 
showed myoclonic movements while being born, points in another 
direction. The answer to this argument is: obvious—that both 
sources of infection are possible and that although infection may 
sometimes take place before birth, in other cases contagion cannot 
be excluded. 


(d) Infection from some source not maternal. 

The evidence against infection of the newborn from ordinary 
sources is entirely presumptive; the presumption being that when 
the disease becomes manifest during early infancy the virus is of 
maternal origin. Young children are known to be attacked not 
infrequently, and in those cases in which the mother suffered 
during her pregnancy it must be extremely difhcult to decide whence 
the infection came. Since, however, contagion has been known to 
occur in a few adult cases support is lent in a certain measure to 
the presumption enunciated above. Additional weight is given by 
tiie evidence which favours transmission across the placenta and 
because, speaking broadly, it may be said that whereas epidemic 
encephalitis in young children is usually of considerable severity, 
yet in the group of cases under consideration the disease does not 
on the whole run a particularly serious course. Should a case occur 
in which clinical phenomena were long delayed the question of 
what may be termed ‘‘ordinary’’ infection would arise and could 
not legitimately be excluded. The fact remains that such cases 
have never been reported up to the present time, in view of which 
it seems foolish to argue ex nihilo against not unreasonable 
evidence and against clinical instinct. 

Finally, it is only fair to add, all modes of infection may be 
acting each independently in any given case. Because in one the 
virus enters the foetal nervous system before birth there is no 
reason why in another it should not be derived from a different 
source, and contagion in particular cannot be excluded. It thus 
becomes necessary to distinguish between congenital and acquired 
encephalitis of the newborn, both of which may exist. The diffi- 
culty lies in their differentiation, which at the present time is 
quite impossible and purely theoretical, 


SUMMARY AND CONCLUSIONS. 

(1) A study of the 20 cases of Hall and Berkeley shows that 
the infants were all healthy at birth, and that they have remained 
so with the exception of two who fell victims to accident or disease, 
other than epidemic encephalitis, some time after birth, and of one 
who died from unknown cause at the age of two years. 
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(2) Healthy infants were, therefore, born in 100 per cent. of 
cases, among whom the survival rate is 85 per cent. The satis- 
factory level of these figures is probably related to the low maternal 
death rate in the series. 

(3) A general series of 158 collected cases in which the fate 
of the foetus is mentioned, is studied with reference to the foetal 
and infantile mortality, cases being grouped according to the stage 
of pregnancy reached at the time of onset of the encephalitis and 
to the result in the mothers. 

(4) On this basis it appears that the combined foetal and 
infantile mortality varies directly with the stage of gestation and 
the maternal issue. The figures being in each of six groups :— 


1. Fatal maternal infection before the sixth month 100 per cent. 
2. Non-fatal ” 37 
3. Fatal maternal infection after the sixth month 68 
4. Non-fatal id - 22 
5. Fatal maternal infection during the puerperium — 14 
6. Non-fatal 9 ” 7 


~ 


5. The general combined foetal and infantile mortality is 
equivalent to about 46 per cent. a figure in excess by three per cent. 


of the maternal mortality in this series. This, though not altering 
the opinion expressed that the prognosis to the child varies directly 
with that to the mother, shows that foetus and infant are subjected 
to slight additional risk. 

(6) A study of the 73 cases non-productive of living or surviving 
children shows that the most common causes of an issue unfavour- 
able to the embryo are maternal death before delivery in the earlier 
months and prematurity in the later. 

(7) The known subsequent good health of the children in the 
author’s series in some cases to as long as five years, and occa- 
sional references to similar cases in the literature coupled with an 
absence of any published communication on such subjects as 
‘‘delayed infantile infection,’’ suggest that if an infant safely 
negotiates the first few weeks of life, there is little likelihood of 
subsequent development of the disease. 

(8) Sufficient cases have now been reported to establish 
“encephalitis epidemica neonatorum”’ as a definite clinical entity, 
though rare. 

(g) Such cases run a course often mild, sometimes severe. They 
are not associated with a particularly heavy mortality. Corres- 
ponding symptomatically with the disease in the mother they do 
not correspond in severity. 
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(10) There is evidence, both pathological and clinical, to show 
that the virus is capable of making its way across the placenta, 
and that, therefore, some of the reported cases have become infected 
before birth. 

(11) There is little to substantiate the belief that on occasions 
infection occurs by way of the mother’s milk. 

(12) Infection from maternal sources other than milk does not 
appear very probable. What evidence there is points in another 
direction. The question has received but passing notice in the 
literature. 


(13) Infection of newly born infants from ordinary sources 


is against presumption and clinical instinct. Infection many 
months after birth might well occur in this manner, but has not 
yet been reported. 

(14) In the present state of knowledge it is well to distinguish, 
theoretically, between congenital and acquired epidemic encepha- 
litis, of the new-born. In the opinion of the writer the existence of 
the latter is open to doubt. 


DIAGNOSIS. 


To establish a diagnosis of epidemic encephalitis in the preg- 
nant woman is easy provided the symptoms are not too obscure and 
that an epidemic is known to be raging at the time. In such con- 
ditions diseases due to the pregnancy might be mistaken for 
encephalitis. The onset and incubation period, followed by a 
group of changing clinical manifestations, the predominant features 
of which correspond to those exhibited by known sufferers in the 
same locality at the same time, do not leave any room for doubt. 
Difficulties arise because the two conditions relating to severity and 
occurrence in epidemic form are not always present. Mild cases 
often escape notice or are diagnosed as influenza apart from any 
connexion with gestation. Sporadic cases of all grades of severity 
give rise to many errors, particularly when associated with preg- 
nancy; symptomatically the differences between some cases 
of encephalitis and such conditions as eclampsia and chorea 
gravidarum are not great; the latter are present in the mind 
of the obstetrician, the former absent; confusion is, therefore, not 
uncommon and is apt to arise in three different groups of cases. 
Firstly there is the group in which some form of toxaemia is sus- 
pected, from mild toxamic vomiting at one extreme to fully 
developed eclampsia at the other, while betwixt and between are 
cases which simulate moderately marked pre-eclamptic toxemia. 
Secondly there are those cases of epidemic encephalitis, choreiform 
i 
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in type, which are frequently dubbed chorea gravidarum. Lastly 
comes the general group in which a condition due to the pregnancy 
can be definitely excluded, but in which the encephalitis is mis- 
taken for some other incidental disease including those as diverse 
as cerebral tumour, scarlet fever and acute appendicitis. 


(a) The ‘“‘Toxemia of Pregnancy” group. 

Pre-eclamplic toxemia. One of the most fruitful sources of 
diagnostic error lies in the difficulty of differentiating between 
epidemic encephalitis in its earlier stages and pre-eclamptic toxze- 
mia. Consider for a moment the case of a patient whose illness 
began with nausea, vomiting and headache, and who has since 
become drowsy and noticed some visual disturbance, flashes of 
light, diplopia or amblyopia, in.the absence of disc changes. Such 
a clinical picture offers a very difficult problem, the solution of 
which depends upon a careful weighing of the pros and cons rather 
than upon any one specific test, clinical or biochemical. The con- 
dition of the urine, as in Victor Bonney’s case is the most impor- 
tant observation to be made; in marked toxzemia the amount of 
albumin is considerable, in the majority of cases of encephalitis 
only slight; there are, unfortunately, exceptional cases (Poligone,*® 
Benthin!!) in which albuminuria is marked and in which the 
diagnosis is consequently obscured. The quantity of urine secreted 
is diminished in pre-eclamptic toxemia; encephalitis is more often 
associated with retention than with suppression, the later is exces- 
sively rare, and when it occurs its appearance is delayed until the 
later stages of the disease in cases of considerable severity when 
other signs will have pointed in the right direction. The 
blood pressure is raised in the pre-eclamptic woman, it is 
normal in the encephalitic; the former is rarely the subject 
of fever, the latter may be. Toxaemia of the grade at 
present under consideration is extremely rare before the sixth 
month and very much more common in first than subsequent 
pregnancies; encephalitis is relatively common early in gestation 
and in multiparee; actually it occurs with greater frequency in 
primigravide, a fact which necessarily lessens the value of this 
point. Cidema of hands, eyelids or vulva is a common accompani- 
ment of the more severe degrees of toxeemia and if present greatly 
favours such a diagnosis. Qidema of the lower limbs, because it 
may be due to pressure, is clearly of less value. The laboratory 
tests for renal and hepatic function help to distinguish between 
the two conditions in that the blood urea and non-protein nitrogen 
are not raised in epidemic encephalitis, neither is Fouchet’s 
reaction positive. Post-mortem liver and kidney findings in some 
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cases of this disease are admittedly similar to those in eclampsia, 
but such cases have usually run a prolonged course and will have 
exhibited other unmistakable stigmata. There are thus many 
points of difference and cases in which the symptomatology is so 
similar that a genuine doubt remains after weighing each single 
one are rare. There is usually something about the patient with 
encephalitis which cannot be made to fit a diagnosis of toxzemia, 
the mistake often arising because the former is not considered. 
Poligone*®® reported a case diagnosed and at first treated as one of 
toxemia. The patient was a woman of 24 in the ninth month of 
her third pregnancy. She became ill with vomiting, dimness of 
vision and diplopia; the urine contained much albumin but was of 
normal quantity. Within a few days the appearance of abdominal 
and upper limb myoclonus, with typical lethargy and a raised 
temperature, disclosed the nature of the disease. At the onset the 
malady had been mistaken for toxamia of pregnancy on account 
of the albuminuria, and consecutive eclampsia feared. The mistake 
can readily be understood, but let it be noticed that the woman had 
two previous uncomplicated pregnancies to her credit, that she was 
passing a normal quantity of urine and that her blood pressure was 
not raised. When all is said, however, it cannot be denied that 
there are occasional cases the true nature of which remains uncer- 
tain; if this be so the indication is to adopt treatment compatible 
with a diagnosis of pre-eclamptic toxzemia, no great harm will 
result and a few days of grace will be obtained during which the 
development of additional signs will settle the question, 





Eclampsia. Fully developed eclampsia is sometimes simulated 
- Benthin,!! Foulkod,?®& Bompiani,'® Herd®> and others. There is 
a striking resemblance between the case of epidemic encephalitis 
which begins suddenly with a fit and that of eclampsia in which 
there are no preliminary warning toxzemic manifestations. For- 
tunately, for the sake of diagnosis, encephalitis rarely announces 
its presence in this way, while in the eclamptic there ts, more often 
than not, some previous danger signal. 

Cases presenting excito-motor phenomena in association with 
rather deep lethargy are of the type in which confusion is liable to 
arise. As in the case of pre-eclamptic toxzemia, the urine is the 
most important guide, but, because of the occasional occurrence of 
well marked albuminuria, retention and even anuria in encepha- 
litic patients, that indicator may fail. It was the present of albu- 
min in the urine which led Herd®> to a wrong diagnosis despite a 
normal blood urea, a normal quantity of urine and blood pressure 
very slightly higher than normal (130 mm, Hg. in a primigravida 
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aet 24). These data are sufficient to throw grave doubt on the 
diagnosis of eclampsia. The coma in his case seems to have been 
complete, an unusual feature in encephalitis and one to which great 
weight would rightly be attached in differentiation. Let it not be 
forgotten that the woman with epidemic encephalitis, though 
stuporose and lethargic, is generally capable of being roused by 
speaking or shouting, and when aroused responds intelligently to 
questions. It might, not unreasonably, be thought that myoclonic 
movements were quite unlike the eclamptic fit, which is usually 
intermittent, beginning with premonitory twitchings of the face, 
hands or feet, clean cut with its premonitory, tonic and clonic 
stages ; but on occasions one fit may follow so closely on another 
as to make the resemblance to the myoclonus of epidemic encepha- 
litis complete. Myoclonic spasms may be, rarely it is true, accom- 
panied by complete loss of consciousness in the early stages and, 
therefore, painless; more characteristically they are painful at 
commencement and bizarre in distribution, though showing a 
special predilection for the musculature of the upper half of the 
anterior abdominal wall. It is the case with myoclonus affecting 
the muscles of the face which offers the most baffling problem and 
which caused difficulty to Benthin™ and Bompiani.!§ The latter, 
whose patient became afflicted during the first half of pregnancy, 
was led by a consideration of all the facts to a correct diagnosis ; 
the former wrongly diagnosed eclampsia. Viewing these cases 
retrospectively it is easy to say that both were associated with a 
unilateral facial paralysis, that in one (Benthin’s!) the pupils were 
unequal, while in the other there was left sided muscular hypo- 
tonia, that in neither was the blood pressure noticed to be raised, 
facts not in keeping with eclampsia. 

It would be possible to continue this process and quote many 
cases in which some sign or signs show, retrospectively, that the 
diagnosis of eclampsia should not have been made; the arm- 
chair critic can easily find some vulnerable point. Nevertheless, 
the practical difficulties are such that every now and then uncer- 
tainty must be allowed to prevail and the patient treated provis- 
ionally as an eclamptic. 


Hyperemesis Gravidarum. 

The difficulty of determining the cause of vomiting during 
pregnancy is well known and the diagnosis of hyperemesis gravi- 
darum is made largely because of the absence of collateral signs 
and symptoms which point to ‘‘associated’’ vomiting due to one or 
another cause. It, therefore, follows that the case of epidemic 
encephalitis in which the onset, particularly if about the middle of 
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pregnancy, is marked by vomiting in association, perhaps, with 
headache and other slight general phenomena, cannot be disin- 
guished from the case of hyperemesis gravidarum. ‘The routine 
laboratory tests must be made and treatment conducted accord- 
ingly. If the diagnosis be between neurotic vomiting of pregnancy 
and epidemic encephalitis expectant treatment should be adopted 
and the patient watched for the development of such symptoms, 
and signs as lethargy, eye signs, insomnia. Vomiting which con- 
tinues in spite of treatment will necessarily be associated with a 
raised ammonia coefficient and if, under such conditions, there is 
still doubt because of a continued absence of definite stigmata, then 
the uterus should be emptied. The difficulty lies in the fact that 
the case of encephalitis may progress along lines very similar to 
the so called gastro-hepatic type of hyperemesis gravidarum, 
delirium, delirious coma and fever being common to both con- 
ditions. The differential diagnosis from the vomiting associated 
with pregnancy nephritis and eclampsia has already been discussed. 


(b) The ‘‘Chorea Gravidarum”’ group. 
There is a group of cases, exemplified by case 18, in which 
epidemic encephalitis mimics very closely chorea of pregnancy. 
In the majority of cases the movements differ in the two conditions 
both as regards distribution and character, in chorea gravidarum 
the facial muscles almost never escape while the limb movements 
are of great violence and fully completed. Encephalitis, on the 
other hand, often leaves half or the whole face unscathed, as in 
case 18, while the movements are usually less complete than in 
chorea. Even so, in some rare cases the movements are identical 
and the diagnostic difficulties correspondingly great. These are 
added to by the frequent progress of the advanced excito-motor 
cases along positive lines; delirium, insomnia, emotional out- 
bursts and a tendency to mania are of common occurrence, all of 
which signs are highly characteristic of chorea gravidarum. — In 
such cases the diagnosis must be made on_ the history 
and certain other points. Chorea gravidarum almost invariably 
makes its first appearance in primigravide at the third or fourth 
month. Onset later in pregnancy should always rouse suspicion, 
as in Commandeur and Eparvier’s patient?4 who was within a few 
days of term when she developed what was at first thought to be 
chorea of pregnancy. Many patients with the latter disease have 
suffered from chorea as children or have previously had rheumatic 
fever. Concomitant cardiac lesions make the diagnosis clear, while 
the presence of subcutaneous nodules at the elbows and wrists 
suggest a rheumatic and therefore a choreic tendency. 
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Encephalitis may appear at any time during a first or sub- 
sequent pregnancy, there is no previous history of chorea or 
rheumatic fever in childhood and associated cardiac lesions are 
absent, the history is usually one of a few days malaise and an 
interval followed by muscular twitchings and delirium. Question- 
ing either the patient or her friends will often elicit the story that 
a week or two ago there was a feeling of drowsiness with one or 
other of the many symptoms of encephalitis at its beginning, and 
that before this the health had been excellent. Alternatively in 
cases with sudden myoclonic onset the history is completely 
negative. , 


(c) The “General” group. 

To write a complete account of the differential diagnosis between 
epidemic encephalitis and all the diseases with which it has been 
confounded is not in keeping with the scope of this article; the 
subject is admirably dealt with in the textbooks and monographs 
by those physicians who know the difficulties and pitfalls from a 
wide practical experience of the disease. Present purposes will 
be best served by giving but scant attention to this problem, which 
must always in equivocal cases lie outside the obstetrician’s pro- 
vince. It is, however, well to recall some conditions which cause 
difficulty. In the first place organic disease of the nervous system 
other than epidemic encephalitis may be suspected ; cerebro-spinal 
syphilis, cerebral tumour and meningitis, particularly tuberculous 
meningitis, are often difficult to exclude. The Wassermann 
reaction in blood and cerebro-spinal fluid will eliminate the first 
named from the list, while the characteristics of the cerebro-spinal 
fluid are diagnostic in all forms of meningitis save the tuberculous. 
Fundal changes are commonly present in the better developed 
cases of tumour, very rarely in encephalitis. In the second place, 
functional disease of the nervous system may in error be diagnosed. 
ino and Fubini* draw particular attention to hysteria in the 
differential diagnosis, pinning their faith to the eye signs which 
stamp the case as encephalitis; Mattirolo” points out the differences 
between hysterical stupor and lethargy. Thirdly, the possibility 
of mistaking cases of epidemic encephalitis which begin with 
painful abdominal myoclonus for acute abdominal conditions 
must not be overlooked; the mistake is obviously serious and has 
led to an occasional unnecessary operation. To regard such a 
case as one of tabes dorsalis with gastric or renal crises is less 
serious in its consequence though not to be commended on 
scientific grounds.  Fourthy and lastly, there is the error of mis- 
taking the rash of encephalitis for a scarlatinal eruption or the 
coryza and other catarrhal symptoms at onset for early measles. 
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TREATMENT. 

Firstly, the epidemic encephalitis must be treated as such on 
orthodox lines. Briefly this implies rest in bed with a diet suitable 
to a febile disease often associated with anorexia, the treatment 
of symptoms as they arise and the administration of drugs and 
sera in accordance with prevalent, and to some extent personal, 
opinion. 

Secondly, certain important therapeutic questions arise in con- 
nexion with the complicating factors —pregnancy, labour and the 
puerperium. 


Pregnancy. 

On almost every aspect arising out of the association ot 
épidemic encephalitis and pregnancy differences of opinion are 
rife. Uniformity cannot, therefore, be expected on the question 
of interrupting pregnancy. Three views are held. Firstly, there 
is the school, including Hofer,®® Latzko® and Kreiss,@ which advo- 
cates termination of pregnancy in all cases ; secondly, there are those 
who, with Bompiani,'® would interfere in the more severe cases ; 
thirdly, there is the view taken by Miller,’ Patek,** Marinesco,® 
Bertoloni,!? Tropl'™ and Amreich? that interference is never justiti- 
able. What evidence is there to show which of these three opinions 
is nearest to the truth ? 

The condition of the majority of patients remains unaltered 
after miscarriage or labour, in a few cases the course of the disease 
changes for the worse after either of these events, while in a few 
others improvement has been noticed after the uterus has emptied 
itself. But since the last course is exceedingly rare when compared 
with the former two, and because it is impossible to foretell on what 
lines any case will proceed, there is a priori evidence against inter- 
ference with the natural course of a pregnancy. 

When attention is turned to those cases in which active 
treatment has been adopted a like conclusion is reached 
Two of Hall’s cases (4 and 8) were treated by Cesarean 
section; their course was similar to the others and showed no 
difference which could justly be attributed to the treatment, except 
that in one (4) severe post-operative hiccough proved a trouble- 
some and worrying complication, Although it is) true that 
hiccough has a definite relation to epidemic encephalitis and often 
occurs during the course of the malady, it is not improbable that in 
this case hiccough was initiated by abdominal distension atter 
operation. Hall writes of these cases, ‘*In two of the earlier cases, 
when we had but little information to guide us, Caesarean section 
was performed. Happily in both these cases the end results were 
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satisfactory, but we now know that this procedure was probably 
unnecessary.” 

Throughout the literature 20 cases have been found in which 
pregnancy was artificially terminated in one way or another. A 
list of these cases is appended, together with the fates of mothers 
and children and the sppconinne: date at which termination was 
practised. 














Cases in which pregnancy was arlificially terminated before 
viability. 
Stage of pregnancy 
Method of Fate of reached at time 
Case. terminating. the mother. ot interference. 
Ministry of Health76 Induction. Recovery. 6th month. 
Kreiss.60 Induction. Recovery. 3rd_ month. 
Bompiani.16 Miniature Czes. Recovery with 5th month. 
section. sequele. 
Bertoloni.12 Induction. oe 4 6th month. 
Amreich.2 Vagl. Cees Sect. Death. 6th month. 
Valloix.37 Induction. Died during the 5th month. 
operation. 
Cases in which pair was artificially terminated after viabilily. 





Case. 


Method of 
terminating. 


Fate of 
the mother. 


Fate of 
the child. 


ee ake prexnancy 





reached at time 
of interference. 





Price. Cees, Sect: Recovered with Healthy. Term. 
sequelze. 
Foulkod.38 {nduction. Died. Healthy. About 32nd week. 
Marinesco.6 Cres. sect. Died. Died a few hours Between 28th 
after birth. and 30th week. 
Pansera.82 Induction. Died. Dead. 
Santi.100 Induction. Died. Healthy. Jetween 32nd and 
34th week. 

Janister.8 4 Died. Healthy. 37th week. 
Fino & Fubini 35(1) Recovered. Healthy. 35th week. 

(2 - Recovered. Healthy. ‘Term, 
Benthin. Vag. Cres. sect. Died. Died 20 ? 


Latzko.62 


Cres. sect. 


Recovered. 


hours later, 
Healthy. 


Term, 
About 32nd weck. 


2nd week. 


Dimitz.3! Induction. Recovered. Healthy. Near term. 
Kreiss.69 (1) Cees. sect. Recovered. Died soon after. 
(2) ‘ Recovered. Healthy. Term, 
Hofer .56 6 Recovered. Died after a About 3 
few days. 
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Thus of six cases in which pregnancy was terminated before 
viability, four recovered and two died, a mortality of 33 per cent. 
The average mortality among women infected betore the sixth 
month has been shown to be about 46 per cent. At first sight these 
figures ‘would suggest that benefit accrues from intervention in 
the early months. But such a deduction is not justified by a con- 
sideration of the evidence, in particular that relating to the effects 
of miscarriage ; to reach such a conclusion from a study confined 
to six cases and against the general weight of evidence is absurd. 
After all, with one more fatal case the percentages would be almost 
identical. Moreover, grave doubt must be maintained as to the 
cause of a successful issue in the four cases which did not die. Can 
the cure in each case really be attributed to whatever operative pro- 
cedure was undertaken? The case described in the Ministry of 
Health’s paper®® was not peculiarly severe and would probably have 
made a good recovery without induction. Bompiani!® and Berto- 
loni!? are more than doubtful in their cases, although Kreiss® is 
most insistant that the recovery in his was due to the treatment. 
There is, therefore, in three of the four recoveries more than a doubt 
as to the cause of the issue. With this knowledge can it honestly 
be said that induction during the early months yields results which 
justify its practice? The answer is surely in the negative . 

Fourteen pregnancies were terminated after the child had 
become viable, eight mothers recovering and six dying, a mortality 
of 43 per cent. four per cent. greater than the ordinary mortality in 
cases of late infection. 

Of course, it can always be argued that induction or Czesarean 
section is practised only in the more severe cases which would 
otherwise have been associated with a considerably higher death 
rate than the average. That may or may not be true. It seems 
equally reasonable to suppose that some would have recovered with- 
out intervention. 

Looking at the cases as a whole it appears that, out of 20 in 
which pregnancy was interrupted, in 12 the issue was successful ; 
the mortality was 4o per cent., which corresponds very closely with 
the average death rate of 43 per cent. in the series of 171. In other 
words, active treatment does not influence the course of the disease 
in the mother. 

The position thus reached appears to be that improvement 
following uterine evacuation whether natural or artificial, early or 
late in gestation, is sufficiently rare to make questionable the 
assumption that it is due to the removal of the products of con- 
ception and not to one of the many vagaries of the disease. 


Nor is this all. An operation of any sort on patients with acute 
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encephalitis is not an undertaking to be entered on with a light 
heart. The advocates of operative treatment are still undecided as 
to which method is associated with the smallest risk, Hofer®® 
favouring Ceesarean section under local anzesthesia at any time 
after the fourth or fifth month, Fino and Fubini*> rupture of the 
membranes, Amreich? vaginal Czesarean section. The fact that 
operative treatment has its disadvantages is too often overlooked. 
Valloix,** for instance, had a death on the table. The hiccough in 
case 4 aggravated an already serious condition; it must not be 
allowed to escape notice that although 12 of the 20 patients treated 
actively, lived, eight died. Indeed it does not seem going too far 
to suggest that in some of the fatal cases death was accelerated by 
operation. Recovery after active treatment is almost always ascribed 
ipso facto to that treatment, death never. Moreover, conservative 
treatment is more often rewarded with success than failure, another 
fact which appears to have been overlooked. Its employment, at 
the lowest estimate, is associated with no higher mortality than the 
use of surgical measures. In [England particularly expectant treat- 
ment has yielded very satisfactory results, as shown by the 50 cases 
reported and analysed in 1922 and by the series reported here. 

In these circumstances the submission is made that so far as 
the interests of the mother are concerned neither induction nor 
Czesarean section should be advised in cases of pregnancy com- 
plicated by acute epidemic encephalitis. 


Czesarean section is advised by Santi! and di Francesco*® in 
some cases for the sake of the child. Clearly in the early months 
the interests of the foetus are best served by a policy of masterly 
inactivity. Now of cases infected during the later months of 
gestation the majority, like those in which infection occurs early, 
proceed to term; in a few severe cases labour is premature; very, 
very few die without being delivered. Delivery per vias naturales 
is in general associated with less risk to the infant than 
Cesarean section, while the nearer the mother is to term at the 
time of delivery the greater are the child’s chances of survival. 
There can, therefore, be no indication to interfere for the sake of 
the child except in very severe cases, of great rarity, in which 
natural delivery, either before or at term, cannot be expected. Since 
in these cases the mother is almost certainly doomed there can be 
no valid reason for withholding Czesarean section. 


Post-mortem Czesarean section has been performed by Poli- 
gone,®* Kreiss,® di Francesco*® and others. In no case has a 
living child been extracted. Obviously the operation is one to 
which there can be no contra-indication or objection, 
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Labour, 


Labour is usually easy and painless. Two important points may 
be mentioned. 

The first of these is the lesson taught by the unfortunate 
experience of Gaujoux and Bertrout! in whose case the infant 
perished from asphyxia because labour had begun and ended with- 
out anybody’s knowledge. When it is remembered that the patient 
was in a hospital ward its importance can hardly be over-estimated. 
Patients with this disease must be watched most carefully for the 
onset of uterine contractions. 

The second is that if assistance is required every effort should 
be made to shorten the second stage in order that the mother’s 
resources may be conserved as far as possible. 


The Puerperium, 

The ordinary puerperal complications, being no more common 
in wases associated with encephalitis, demand no special con- 
sideration. . 

The only problem which arises is whether or no the infant should 
be fed at the breast. The answer is probably No, tor two reasons. 
The mother is often enfeebled by her disease, and Parkinsonism 
often dates from the confinement. Although recovery may appear 
to be complete the reverse is frequently the case. It is impossible to 
say, so early, that sequelze will not develop, and suckling by reduc. 
ing the maternal resources can only make their appearance more 
likely and more rapid. To put upon a woman whose energies have 
already been severely taxed the additional strain of nourishing her 
infant cannot, in the majority of cases, be justifiable. The risks 
of milk infection and infection by contagion of the new born have 
been shown to be very slight, and therefore, on its behalf alone arti- 
ficial feeding is not to be commended. The mother’s interest, 
however, outweighs that of the baby and the latter should, there- 
fore, be artificially fed. 


SUMMARY AND CONCLUSIONS. 
(1) Epidemic encephalitis must be treated as such, apart from 
the complicating factor of pregnancy. 
(2) The question of terminating pregnancy is discussed and 
the conclusion reached that interference with the natural course 
of pregnancy is not to be advised, for the following reasons : 


(a) Neither miscarriage nor labour causes any alteration in 
the course of encephalitis in the large majority of cases. When 
improvement has been observed the part played by uterine 
evacuation is uncertain in the extreme. 
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(b) Conservative treatment was carried out in the majority 
of the cases reported here with remarkably good results. The 
two women upon whom Cesarean section was performed did 
not appear to benefit as a result. On the contrary one became 
afflicted with severe post-operative hiccough. 

(c) The mortality in the cases of artificially terminated preg- 
nancies collected from the literature is shown to be about the 
same as the average mortality in all cases. The argument that 
this increment is due to the severe nature of cases in which 
active treatment has been undertaken is not admitted, many 
being no more severe than those which were allowed to proceed 
to term. 

(d) In Great Britain conservative treatment has yielded 
satisfactory results as shown by the Ministry of Health’s Report 
in 1922. 

(e) To operate on patients in the plight of many of the 
sufferers is a formidable undertaking and likely to be pro- 
ductive of a very high mortality. 

(f) Caesarean section is unnecessary for the sake of the 
child except in the small group of very severe cases in which 
hope of saving the mother’s life has been abandoned. 


(3) Two considerations arise in connexion with the conduct of 
labour : 


(i) Patients should be watched very carefully for its onset, 
danger lying in the fact that it may be completed without the 
knowledge of attendants, with consequent risk to the infant. 

(ii) The second stage should be completed as quickly as 
possible, by the use of the forceps if necessary. 

(4) The tax of lactation should not be placed upon the mother. 


PARKINSONISM AND PREGNANCY. 


It matters not what may have been the nature of the acute attack 

severe, moderate, mild, or so slight as to have escaped notice at 
the time—a certain proportion of cases of acute epidemic encepha- 
litis pass by one or another route into the chronic stage. The late 
manifestations may follow immediately upon the acute attack, or 
an interval of apparent recovery may elapse before the patient 
begins to show stigmata of the disease in its chronic form. The 
period of freedom may last for weeks, months, or even years. On 
the whole it is more common for such phenomena to become mani- 
fest during the twelve months after the acute attack. The number 
of cases which pass sooner or later into the chronic stage is 


unfortunately very large. Moreover, it is now too well recognized 
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that many patients in whom the acute attack attracted no attention, 
later develop symptoms typical of chronic encephalitis. There are 
yet others in which no history of any antecedent illness can be 
traced. 

There are many sequelz of acute epidemic encephalitis and 
many clinical pictures of the disease in its chronic form. It is not 
necessary here to enter into a discussion of all the various types, 
let it suffice to say that that which possesses overwhelming impor- 
tance is the Parkinsonian syndrome, ‘‘compared with which the 
other developments in adults are few and unimportant’’—Hadél 
(personal communication). 

The relationships between pregnancy and Parkinsonism have 
not received very full consideration in the past, the subject to-day 
being only in its very early infancy. My attention has been called 
to it by Professor Arthur Hall, who, in a personal communication 
writes of his eighteen cases: ‘‘If these cases represent a true 
picture of the after-effects of encephalitis in pregnancy, it is indeed 
an appalling outlook, but one must bear in mind first that the 
numbers are small, and secondly, that many of them have come 
under my notice from other districts because of their Parkinsonism. 
Even allowing for this it seems that the percentage of cases of 
encephalitis occurring in pregnancy which become Parkinsonian 
is very high.” 

There are sundry aspects to this problem, each of which demands 
as full and as close enquiry as is possible. The subject will, there- 
fore, be discussed under the following heads : 

acute epidemic encephalitis while pregnant, or during the 
puerperium, 

2. The date of onset of Parkinsonism. 


1. The frequency of Parkinsonism in those who fell victims to 


3. The effects of pregnancy on Parkinsonism. 

4. The influence of Parkinsonism on pregnancy, labour and 
the puerperium. 

5. The child of the Parkinsonian mother, 

6. Parkinsonism, amenorrhoea, impotence and sterility. 

7. Treatment. 


The frequency of Parkinsonism in those who fell victims to 
acule epidemic encephalitis while pregnant or during the 


puerperium. 
It is to be noticed that of the 71 cases collected 
from the literature and classified previously as ‘treeovered,”’ 


many were in reality only” partial recoveries, These will 


be found referred to as ‘‘recovered with sequel’? to the number 
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of twenty-eight. This, of course, is less than the average for 
non-pregnant cases, for of the latter about a quarter eventually 
become Parkinsonian. It is, however, to be remembered that in 
the majority of instances the after-histories of the patients are traced 
at longest for only a few months and often only for a few weeks. 
To attempt to form any estimate under such conditions would be 
futile. 

There remains the evidence afforded by the twenty cases reported 
here in which encephalitis during its acute phase complicated 
pregnancy. Of these, sixteen became Parkinsonian, while one 
of the remaining four (Victor Bonney’s case) has developed other 
residua. Sixteen out of twenty represents an incidence of 80 per 
cent. It is true that the series is small and that many of these 
patients came under observation for the first time on account of 
their Parkinsonism. But even so, the figure is extraordinarily 
high. Putting such cases aside and considering only the nine 
which occurred in Sheffield itself in 1924, seven became Parkinson- 
ian—77 per cent. The average incidence of this sequela among 
all women between the ages of 16 and 45 in the epidemic during 
which those nine cases occurred, was only 29 per cent. at the end 
It is, therefore, justifiable to conclude that women 
infected while pregnant in the Sheffield outbreak of 1924 were more 
liable to develop Parkinsonism than those in whom the acute attack 


of 1925. 


occurred without pregnancy. It is impossible to go further at the 
present time. 


2. The date of onset of Parkinsonism, 

The occurrence of acute epidemic encephalitis during pregnancy 
does not materially affect the time taken for establishment of the 
Parkinsonian syndrome. 

Pregnant, like non-pregnant, women show considerable varia- 
tion in the time taken for the establishment of definite manifesta- 
tions which may be of early onset following immediately upon the 
acute phase, or may be late and delayed for an interval of months 
or years, 

But pregnancy appears to affect the date of onset in two ways. 
Firstly, Parkinsonism may appear shortly after the termina- 
tion of the pregnancy during which the acute attack occurred. 
The onset then, truly enough, is early but the definite relation 
which it so frequently bears to the confinement makes it worthy of 
special consideration. Secondly, Parkinsonism not infrequently 
first becomes evident at some time during a subsequent pregnancy. 
This is true of cases in which pregnancy and the acute attack 
coincided, as well as of those in which the acute phase was not so 


complicated, 
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Cases of Parkinsonism in relation to pregnancy may therefore be 
divided into four groups :-- 

(a) Those in which the onset is early, there being no special 
relation to the confinement. 

(b) Those in which the onset is late, there being no special 
relation to subsequent pregnancies. 

(c) Those in which the onset occurs soon after the termination 
of the pregnancy which was complicated by acute epidemic encepha- 
litis. 

(d) Those in which the onset occurs during the course of a sub- 
sequent pregnancy. 


(a) Those in which the onset is early, there being no special 
relation to the confinement. 

The earliest Parkinsonian symptoms may become manifest 
immediately after, or even just before, subsidence of the acute 
attack. This gradual merging of acute and chronic stages is 
not very common in non-pregnant patients (Hall and Yates®). 

It is always difficult even for eye witnesses accurately to date the 
onset of so insidious a malady as Parkinsonism, still more difficult 
when the information is obtained second-hand by reading descrip- 
tions of cases. There is, thowever, no doubt that in case 4, 
as well as in those of Klippel Baruk,®® Fort,3* Forget, del 
Sole! (2) and Bompiani, a definite onset took place within the 
three months following the primary attack. There is, moreover, no 
reference, in the reports of any of these women, to an intervening 
period of apparent health. This being the case, it seems fair to con- 
clude that an early onset is not uncommon when Parkinsonism is 
secondary to acute encephalitis during pregnancy. It is readily 
granted that this opinion may in the future be proved wrong and 
that it is based rather on a general impression gained by a perusal 
of the available literature than upon accurate statistical evidence 
which is not at the present time available. 


(b) Those in which the onset is late, there being no special 
relation to subsequent pregnancies, 

Symptoms of Parkinsonism may be delayed for a few months 
during which the patients enjoy apparent health; this interval in 
the pregnant, as in the non-pregnant patients (Medical Research 
Council Special Report No. 108, 1926), is usually not greater than 
18, nor less than six months (cases 6, 14, 16), though it may be 
prolonged to two or more years (cases 11 and 17, d’ Andrea's case‘) ; 
prolongation to as long as four years has been once reported by 
Fort 37 
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(c) Those in which the onset occurs soon after the confinement fol- 
lowing the termination of the pregnancy which was compli- 
cated by acule epidemic encephalitis. 

It has been observed by Hall*® that not uncommonly Parkin- 
sonism appears to date from the confinement or soon after. Cases 1, 
3) 55 7, 9, 10 and 12 appear to be of this nature; Bompiani,!5 
Forget,*® Rathery and Cambessédeés®? all record cases in which 
chronic symptoms appeared within three months of the confine- 
men. Gordon-Holmes*4 reports a case in which Parkinsonian 
symptoms first appeared within half an hour of a difficult labour. 
Of course, it can always be argued that the onset of Parkinsonism 
at this time is a mere coincidence, and that the number of cases is 
too small to justify far reaching conclusions. It is always proper 
to adopt a cautious attitude in problems of this nature, but it is 
surely better to deduce what conclusions are possible from 
admittedly few data than, for the sake of caution alone, to mark 
time until an adequate number of cases has been published. That 
deductions made to-day will be proved wrong to-morrow need be 
no deterrent, for it is only thus that science can progress. If the 
puerperium is favourable to the onset of Parkinsonism the 
above suggestion that early onset is common following an 
acute attack with pregnancy clearly receives support. It will sub- 
sequently be argued that aggravation of pre-existing chronic 
manifestations is especially common following subsequent con- 
finements, which lends further support to the opinions here 
expressed. An early onset of Parkinsonism seems not uncommon, 
an onset after the same or subsequent confinements occasionally 
occurs; and aggravation after subsequent confinements will be 
shown later to be common, a series of observations which suggest 
that the puerperium, for some reason, presents conditions suitable 
to the activities of the virus of the disease in its chronic form. 


(d) Those in which the onset occurs during the course of a sub- 
sequent pregnancy. 

2arkinsonism may make its first appearance during the course 
of a subsequent pregnancy. This is equally true whether the acute 
attack occurred with or without pregnancy, and is remarked upon 
by Hall*® who, in his book, refers to three cases in which the 
appearance of Parkinsonism coincided with the occurrence of preg: 
nancy. Two of these cases (Meyer‘4 and Lévy®) were of Continental 
origin and were published in 1921, the third was his own. In 1920, 
Valente and David’ described a case of ‘‘encephalitis lethargica of 
the chronic Parkinsonian type with pregnancy.’’ It seems possible 
that this was the sequel of an unnoticed primary attack, The preg- 
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nancy in their case, as in the others at present under discussion, 
proved the undoing of their patient. Since those early days 
this observation on the occasional first appearance of Parkinsonism 
during the course ot a pregnancy has received confirmation. In 
one of the cases reported by Strecker and Willey! typical symp- 
toms of the Parkinsonian state developed during the last few days 
of a pregnancy which occurred two years after an abortive acute 
attack. A further pregnancy aggravated symptoms. Fort? speaks 
of a woman who completely recovered from acute encephalitis and 
remained well until the fourth month of her first pregnancy four 
vears later. Mrs. T. (case 17) recovered from a primary attack of 
encephalitis in the spring of 1920; she became pregnant again two 
years later, and soon she passed into the Parkinsonian state. 
Berkeley and Cockayne’s case (19) is very similar. 


3. The influence of pregnancy on Parkinsonism. 

That pregnancy occurring in one who is already a Parkinsonian 
is a happening attended by untoward results has been noticed on 
more than one occasion by American and European writers. The 
fact has been remarked by Hall.** 


The unfavourable character of this influence was evident in each 
of the five author’s cases in which pregnancy was complicated by 
Parkinsonism (5, 11, 17, 19 and 21). In case 5 the patient, though 
unable to do her housework during the 18 months following the 
acute attack, was capable of washing and dressing herself. A second 
confinement at the end of those 18 months caused an accentuation 
of her residual phenomena, the ability to wash and dress _ herself 
disappearing. Very similar is case 11; recovering after the delivery 
of her first child in July, 1924, this patient remained in apparently 
good health until the birth of another infant in May, 1926, where- 
after she rapidly developed typical Parkinsonian symptoms. Case 
17 was One of a young woman in whom the syndrome became defin- 
itely marked soon after the advent of a second pregnancy in the 
summer of 1922. Since the acute attack in November, 1920, during 
the early months of her first pregnancy, her health had been 
sufficiently good to permit of her carrying out her ordinary 
daily tasks. A third pregnancy in November, 1924, considerably 
aggravated her condition. It is noticeable that in case 5 the already 
present Parkinsonism became exaggerated after the second confine- 
ment, while in case 11 the syndrome in a similar way made its first 
appearance after a second confinement. In case 17 an aggravation 
of symptoms took place during the early months of a second 
pregnancy, and a further aggravation soon after the occurrence of a 
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third. In case 19 the earliest manifestations appeared during the 
first few months of a second pregnancy two years after an acute 
attack of encephalitis, and after the second confinement a noticeable 
change for the worse took place. The already present Parkin- 
sonian symptoms were aggravated on the occasions of two 
pregnancies in case 21, aggravation bearing, according to the 
relatives, a very definite relation to the early months of gestation 
and to the puerperium. 


Judging from these five cases there appear to be two danger 
periods during which epidemic encephalitis in its chronic form 
is liable to undergo exacerbation. The first is during the 
early months of a subsequent pregnancy, the second, following 
a further confinement. Admittedly it is not always easy to deter- 
mine exactly when symptoms increase in severity, and that such 
increase is due to the pregnancy or confinement is necessarily diffi- 
cult to prove. However, in the above cases the evidence is fairly 
convincing. In all a marked and relatively sudden change took 
place in symptoms which were previously stationary or progressing, 
till then, very slowly. del Sole! in 1924 observed how the disease 
assumed its chronic form during the first half of gestation in three 
cases. Two of his patients had suffered from acute encephalitis 
during previous pregnancies, at the termination of which there had 
been a cessation of the disease, with at least an apparent diminution 
in symptoms until the occurrence of further pregnancies. His 
third patient was not pregnant at the time of the acute phase, but 
became so after a slight improvement. [ler condition rapidly 
became worse during the early months of this pregnancy. All 
these cases succumbed soon after premature labour between the 
eighth and ninth months. In del Sole’s cases, after the preliminary 
accentuation during the earlier months, the disease became station- 
ary until the time of the confinement, after which a further exag- 
geration occurred. These cases are in keeping with those to which 
reference is made above and receive general support from the 
literature. Stursberg’s!®® patient exhibited a typical recrudescence 
during the second month of a pregnancy which ensued six months 
after recovery from moderately severe encephalitis. Improvement 
immediately followed induction at the eighth week. In the writings 
of Bompiani'® there will be found four cases which have a bearing 
on the problem. In the first the manifestations of Parkinsonism 
appeared during the fifth month of a succeeding pregnancy, and 
vradually became worse until the eighth month, when she went into 
labour. Thereafter a temporary improvement occurred which was 
followed by an exacerbation three weeks later. This is one of the 
few recorded cases in which epidemic encephalitis has been asso- 
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ciated with toxzemia of pregnancy. In the second case Parkinsonism 
was first noticed during the third month of pregnancy two years 
after epidemic encephalitis . The third case was that of a woman 
who had suffered from slight Parkinsonian symptoms for the two 
years following a typical acute attack. During the early months 
of her next pregnancy her relatives noticed a slight exaggeration 
in all her symptoms; a change for the better followed until the tenth 
day of the puerperium, when her Parkinsonism became more 
marked than ever. The fourth of Bompiani’s'® cases of 
importance in this connexion concerns a young woman who became 
Parkinsonian during the fourth and fifth months of a first preg- 
nancy. The acute attack, which was of moderate severity, had 
taken place three years previously. Bompiani!> describes her con- 
dition at the fifth month, and is careful to note that from that time 
until the termination at full time her signs and symptoms under- 
went no change. The subsequent history of this patient would 
be interesting, but unfortunately it is wanting. Pitimada’s*® case 
is of interest in that three successive pregnancies aggravated a 
Parkinsonism syndrome ; of which the symptoms became less marked 
after each of the three normal confinements at full time. This author 
notices in particular that post-encephalitic rigidity and hypertonia 
are exaggerated during subsequent pregnancies. The reported 
account does not state the stage which the pregnancies had reached 
when the symptoms as a whole began to show evidence of accen- 
tuation. The author concludes that each of the three pregnancies 
caused an exacerbation, and pays special attention to the rigidity 
which, he says, invariably underwent a gradual increase during 
pregnancy, was always most marked during the later months, and 
improved after-the confinements. If this observation applies with 
equal force (Pitimada®*® does not indicate that he believes it does so 
apply) to the other residual symptoms, then the rule, that an initial 
augmentation during the early months is always followed by a 
period of no alteration, evidently has exceptions: Fort** twice 
noticed aggravation early in pregnancy and three times during sub- 
sequent puerperia. Two other cases complete the available refer- 
ences. Strecker and Willey!” noticed an exaggeration of symptoms 
following normal delivery at term in two Parkinsonian patients. 
The literature is thus replete with examples which show some 
relationship between pregnancy or the puerperium on the one hand 
and post-encephalitic Parkinsonism on the other. While this 
relationship may to-day be taken as proved beyond all reasonable 
doubt it is well to remember that there is another side to the 
question, and that there may have been a tendency to amplify the 
influence of pregnancy on those who suffer from the disease in the 








84 Journal of Obstetrics and Gynecology 


chronic form. [t will be remembered that the earlier writers erred 
in this way when dealing with the acute phase. There can be 
no doubt, for instance, that Caesarean section was in some cases 
resorted to unnecessarily because of the unduly grave prognosis 
which was at that time always given, in accordance with the preva- 
lent view. In the later light of more experience this view has been 
shown to be erroneous. It is, therefore, expedient to see what 
evidence, if any, is forthcoming on the other side; in other words, 
are Parkinsonian symptoms ever less in evidence after a sub- 
sequent pregnancy ? In this connexion it is well to remember that 
the cases referred to above are just those which would be expected 
to find their way into the records. They are spectacular; they 
strike the imagination; they are far from being wholly without 
foundation ; they form a fruitful field for those who like to speculate 
on their causation; and finally they are to be expected: Is it 
remarkable that the stress and strain of pregnancy superimposed 
upon one who is already the subject of an insidious and chronic 
disease, actually or potentially present, should so diminish the 
resistive powers as to allow the virus, which apparently never dies, 
to become more potent at the unfortunate patient’s expense? But 
in spite of this anticipation of their occurrence they are the most 
probable cases to be reported. Writers rarely deal with what may 
be called negative cases. Many Parkinsonian women must have 
borne children with no ill effects. Parkinsonism is common, preg- 
nancy more common, Parkinsonism does not cause sterility , yet 
when examples are sought their scarcity at once becomes apparent. 
Only five cases have been found, those of Bompiani,!® Fort,* 
Guillain and Gardin,*4 d’Andrea* and Henneberg.** The last 
named author noticed a distinct improvement during the puer- 
perium. While Santi,! Lévy, Bompiani'® and Sturmer, quoted by 
Bompiani'® are convinced of the unfavourable influence of preg- 
nancy on pre-existing Parkinsonism, Fort?’ remains an unbeliever, 
thinking the evidence as yet too slight. Though few in number, 
these cases are sufficient to show that women who are the subject: 
of Parkinsonism can go through pregnancy and labour without 
necessarily becoming worse. It is true that records of such cases 
are relatively rare, and that the converse appears to be the rule. The 
fact that these women have occasionally given birth to children 
without aggravation of their symptoms has some prognostic sig- 
nification and should be called to the mind of the doctor who treats 
such patients. 

Thus far, then, it has been shown that pregnancy aggravates 
pre-existing Parkinsonism, that not infrequently Parkinsonism 
appears for the first time during the course of pregnancy, while 
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in a few authenticated cases gestation has come and gone without 
untoward effect. It remains to show whether there is any particular 
time in pregnancy, labour or the puerperium during which aggra- 
vation is specially common. 

On critical examination the statement that the symptoms become 
aggravated early in pregnancy is found to be not very far from 
the truth. A second exacerbation is often observed after the 
confinement or may occur without preliminary exaggeration during 
the earlier months. Curiously enough, improvement after the con- 
finement in spite of a previous exacerbation is occasionally noticed. 
These facts can be seen from the following tables :— 

Aggravation of Parkinsonism during Pregnancy 


Approximate stage of pregnancy or puerperium 





Cases. during which aggravation was observed. 
Hall. Ge After confinement. 
Hall. ti. 9 ” 
Hall. 17; Early in pregnancy. 
Berkeley and Bedford. a1. Early in pregnancy and again 


after the confinement on two 
occasions. 


del Sole.109 Te First to 4th months. 
2. First to 5th months. 
Re Early in pregnancy. 
Bompiani.16 i. 5th to Sth month. 
ye 3rd month. 
%, Early in pregnancy and again 
after confinement. 
4. 4th and 5th month. 
Strecker and Willey 107 x. After confinements on two oc- 
casions. 
2. After confinement. 
Pitimada.86 Hypertonicity always worse in 
the later months of three suc- 
cessive pregnancies. 
fort.37 e After confinement. 
2. Worse at the beginning of her 


second pregnancy, with very 
marked exacerbation after that 
confinement; Parkinsonism lad 
appeared about a year before, 
during her first pregnancy. 
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Onset of Parkinsonism during Pregnancy. 





Case Approximate stage of pregnancy. 





Hall. 17; Early in pregnancy. 

Berkeley and Cockayne. 19 Early in pregnancy. 

Meyer.74 Parkinsonism became well de- 
veloped by the sixth month. 
Considerably greater aggrava- 
tion one week after delivery. 

Lévy.66 During the first half of ges- 
tation. 

Valente and David.57 Second month. 

Strecker and Willey.107 Immediately after confinement. 

Fort.37* Fourth month. 

Gordon-Holmes.43 Within half an hour of a diff- 
cult confinement. 

Fort3? (Beriel’s case). Early in her third pregnancy, 
return of slight symptoms but 
became marked after confine- 
ment. 


Fort3? (Chauffard’s case). Fourth month. 





*The same case as Fort 2 in previous page. 


Parkinsonism Worse: 











Between the 
Before the fifth month After 
fifth month. and labour. Confinement 








Hall. 
Hall. 
Serkeley and Bedford. — ar. x (twice). 


del Sole.109 


Jompiani.16 


> Ww DN &-& WH ND KE 
x « © 6 = 


x 

Pitimada.%6 x (three times). 

Strecker and Willey.!07 1. x (twice). 
2. x 

Fort.37 x 
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Parkinsonism Appeared : 





Between the ; 
Before the fifth month After 
Case, fifth month. and labour. Continement. 








Berkeley and Cockayne. 

Meyer.74 

Lévy.66 

Valente and David.57 

Strecker and Willey.107 

Gordon-Holmes.43 ; 

Fort.37 < (twice). x (twice). 
Fort37 (Beriel’s case). . 

Fort37 (Chauffard’s case). 





Here, then, are 24 cases in which the Parkinsonian syndrome has 
been aggravated during, or made its first appearance with, 
pregnancy. In 15 the aggravation or onset took place during the 
first half of gestation, and in ten of these 15 a further exacerbation 
was observed soon after the continement. Adding six in which the 
symptoms became worse during the puerperium without the 
previous exacerbation and two in which they appeared then for the 
first time, it will be seen that on 18 occasions Parkinsonism has 
undergone a change for the worse or first become manifest during 
the period immediately following labour. In one case only were 
the effects observed during the second half of pregnancy. These 
figures, like so many others relating to chronic encephalitis with 
pregnancy, are admittedly small, yet their character is such that 
it seems not unjustifiable to conclude that Parkinsonism is particu- 
larly prone to exacerbation during the early months of pregnancy 
or in the early days of the puerperium. Is there any reason why 
these two periods should be selected ? 

It .is not surprising that aggravation should be common during 
the early months. The onset of pregnancy in these patients must 
surely tax their resources considerably. [tis known that pregnancy 
throws a definite strain on all the organs. This is usually credited 
with being due to a slight toxemia as manifested biochemically 
by blood and urine changes, and clinically by the medley of 
conditions grouped, for want of better term, under the heading 
“toxaemias of pregnancy.’’ While it is true that these phenomena 
are more common during the second half of gestation there can be 
no doubt that the growth of the ovum from its very beginning 
does cause a slight metabolic upset, as witnessed by the physio- 
logical vomiting during the early months. It can readily be 
understood that a Parkinsonian woman is unequal to the extra 


demands made upon her economy, and therefore her symptoms 
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become more marked. The additional call begins as soon as the 
ovum is fertilized; it is, therefore, to be presumed that at that very 
moment aggravation of the disease commences, but on account 
of the extreme slowness in development of all Parkinsonian pheno- 
mena a few weeks or months elapse before aggravation becomes 
clinically apparent. The contention that after preliminary exacer- 
bation the disease becomes stabilized till after labour, has not 
attracted much attention. It is, indeed, quite conceivable that by 
the end of the fifth month these patients have, as it were become 
acclimatized to the pregnant state, and their encephalitic symptoms 
remain stationary at the level reached during those first five 
months, until the occurrence of labour and the commencement of 
lactation make still further demands to which their enfeebled 
constitutions are unable adequately to respond. 

Regarding those cases in which the confinement appears to be 
the determining factor, there are at least three possible explanations. 
Firstly, it may be, as suggested by certain Continental writers, that 
the foetus in utero removes through the medium of the placenta 
toxins from the maternal blood; after labour this route of excretion 
is no longer available. Secondiy, the effort of delivery may be the 
determining factor. Thirdly, it may be that the demands of 
lactation are too great for these women. 

The first hypothesis postulates that the change so common after 
confinement is due to the removal by the birth of the child ot 
one of the channels of maternal excretion. This hypothesis has one 
attraction—nobody can in the present state of knowledge disprove 
it! But to establish such an hypothesis it would be necessary, 
firstly to prove the presence of toxins in the mother’s circulation, and 
secondly that they can cross the placenta. It has already been 
shown that transplacental passage of the virus during the 
acute stage is a possibility and has been proved by post-moriem 
evidence to have taken place in Marinesco’s® celebrated case. 
But this author was dealing with the disease in its acute form, and 
he himself admitted that such passage, though possible, is rare. 
Transmission to the infant, via the placenta, has never been 
established in the case of chronic encephalitis ; even admitting that 
it might occur, it must be excessively rare, for the children are 
usually healthy at and after birth, and exhibit no suggestive 
symptoms. To argue that toxins capable of causing a severe 
exacerbation in the mother’s condition were harmless to the foetus 
would be absurd. While it is true that occasionally the children 
are stillborn it has vet to be shown that their death is due to the 
_ virus of epidemic encephalitis. To prove this it is necessary to 
produce post-mortem evidence from the examination of the foetal 





Epidemic Encephalitis 89 


and infantile nervous systems. Such evidence is absent, and the 
theory may be discounted. 

There is much to said in support of the second view, that 
Parkinsonism becomes aggravated during the puerperium because 
of the generally lowered resistance. There is no doubt that 
the puerperium is a time when the powers of resistance are 
low. The ease with which women become infected with strepto- 
cocci during childbirth, and the rapidity with which such infection 
spreads exemplify this. The fact that autogenous infection from 
a latent septic focus far from the pelvis occurs every now and 
then supports the contention. A woman may _ pass_ through 
pregnancy without a single abnormal sign, and yet after labour 
develop an alarming and rapidly fatal blood infection despite the 
most meticulous and rigid aseptic precautions on the part of those 
responsible for the confinement. In such cases a focus may be 
found somewhere in the body, whence the organisms were derived. 

There is something about the puerperal state peculiarly suitable 
to the multiplication of such organisms and to the exaltation of 
their virulence. Patients with pulmonary tuberculosis often pass 
safely through pregnancy and labour but rapidly become worse 
during the puerperium; the analogy between this and chronic 
encephalitis is apparent. The underlying causes of this sensitive- 
ness to organismal attack after childbirth are not known, but in 
all probability there are several factors which combine to reduce 
the reserve of stamina in women at this period. Labour 
itself, however easy it may appear, must be a strain on any woman ; 
efforts are required of her, sometimes greater, sometimes less, to 
accomplish the birth of her infant; during labour she loses blood, 
not much perhaps, but sufficient to help to turn the scale against 
her when infection is present and has to be fought. Berkeley and 
Bonney!’ refer to labour as a process accompanied by self-inflicted 
wounds, and to the puerperium as the period of their healing. 
During the days succeeding childbirth the bodily economy is 
specially directed to the repair of these wounds. Changes are con- 
comitantly taking place, which bring about involution of the uterus 
and the secretion of milk. In fact the puerperium, although often 
regarded as an anti-climax, is a time when the resources of a woman 
are being considerably taxed, the defensive mechanism is at a low 
ebb, and any latent or chronic infection has an opportunity 
of gaining ground. The result is the same whether that infection 
is the tubercle bacillus, the streptococcus of pyorrhoea alveolaris or 
the virus of chronic encephalitis. 

It might be argued that if labour was the cause of puerperal 
exacerbation or appearance of Parkinsonism, labour would be 
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expected to be difficult and prolonged, but on the contrary, the 
large majority of Parkinsonian women who have been confined have 
had easy labours. The only divergence from the normal appears to 
be an absence of the physical pain associated normally with the con- 
tractions of the uterus. It is true that occasionally delivery with the 
forceps has been practised for inefficient expulsive powers, Bom- 
piani'® deeming it necessary to interfere in this way on two occa- 
sions. This, however, is the exception rather than the rule. 
As in the case of acute epidemic encephalitis authorities are 
agreed that in the large majority of cases labour is normal, and 
the puerperium devoid of complications. Instrumental deliveries 
are no more common in Parkinsonian women than others. 
Such an argument misses the point. It is not suggested that 
labour, qua labour, is the determining factor in any aggravation 
the disease may undergo during the days which follow. Further- 
more, were labour itself the aggravating factor the symptoms would 
be expected to increase in severity during the first or second stages 
or immediately after the third. The time of onset of Parkinsonism, 
or the moment at which its manifestations increase, is always 
difficult to fix with accuracy, but even so the occurrence of such 
concomitantly with labour would certainly have attracted attention. 
It is not, however, suggested that the confinement itself is the 
cause of any aggravation which may take place during the puer- 
perium, for that is only one of several factors which combine to 
reduce the resistive powers of these patients. From the very 
beginning of pregnancy there is, as it were, a chain of events 
working against the Parkinsonian woman. The pregnancy itself 
takes something out of her; to this her powers may be equal, 
in which case no untoward happenings occur, or it may prove 
more than she can bear, in which event some change in her 
condition takes place soon after she becomes pregnant. Her 
energies having already been taxed by carrying her child, a further 
call is made upon her resources by its birth; having delivered her 
child her energies are directed to the healing of the labour wounds, 
to the involution of the uterus (surely an active, not a passive, 
process), and finally to the support of her infant by lactation. 
By the time the puerperium is reached the unfortunate woman 
has little power to fight the disease, which, therefore, undergoes 
exacerbation, The same is often seen in chronic cardiac disease 
with pregnancy, compensation frequently failing just after labour 
has been accomplished with apparent safety. 
There remains for consideration the third possibility—the de- 
mands of lactation are more than these patients can stand. A priori 
it is not difficult to understand that a mother the subject of an 
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insidious and often progressive disease is unequal to the call 
made upon her economy by a growing and thriving baby. It is 
well known that sufferers from any chronic disorder, such, for 
example, as pulmonary tuberculosis, are not fitted to supplying 
the needs of their infants in addition to their own. It is likewise 
true that mothers in a very bad bodily condition produce milk in 
sufficient quantity and quality for their offspring. But in guarding 
the welfare of the progeny, nature exacts a toll from such 
individuals—they secure the future of their race at the cost ot their 
own health. From the outset this third hypothesis appears not 
unreasonable. Indeed there can be no doubt that lactation does 
act in combination with the other factors already discussed. That 
it is not the sole cause of these puerperal exacerbations is shown 
by their occurrence in some cases in which the children have from 
birth been fed artificially or in which they have been stillborn (del 
Sole). Moreover, weaning has not always caused an improve- 
ment (Bompiani,!® Klippel and Baruk,®*®) as it would, were lactation 
the only agent acting. 


SUMMARY AND CONCLUSIONS. 

1. In five cases from the present series (Hall and Berkeley), 
Parkinsonism complicated pregnancy. The symptoms in all five 
became more pronounced during gestation, confirming earlier 
experience. 

2. Symptomatic aggravation occurred on each occasion either 
early in pregnancy or after confinement, an observation to which 
support is lent by other cases from the literature. 

3. Although, in general, pregnancy has an_ unfavourable 
influence on Parkinsonism, cases are quoted which show that women 
with chronic encephalitis sometimes pass through pregnancy and 
labour without alteration in their disease. 

4. Out of 24 cases in which the Parkinsonian syndrome was 
aggravated during, or made its first appearance with, pregnancy, in 
15 the aggravation or onset occurred early in gestation; in 10 of 
these 15 a second exacerbation was observed early in the puer- 
perium- In all, a change for the worse after confinement has been 
noticed on 18 occasions. These figures speak strongly in support 
of the view enunciated above. 

5. The reasons for the selection of these two periods are 
discussed. It is suggested that pregnancy, by making additional 
calls upon the mother, lowers the general resistance and very soon 
causes the disease to become geared at a higher level; this is 
maintained until the factors acting at the time of the confinement 
cause a further change for the worse. 
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4. The influence of Parkinsonism on pregnancy, labour and the 
puerperium. 


While agreement seems to have been reached upon the unfavour- 
able effects of pregnancy on Parkinsonism the converse proposition 
remains in a rather unsatisfactory state. 

There is a general consensus of opinion with regard to labour 
and the puerperium in these women, but, on the other hand, when 
the question of pregnancy is investigated there are found to be 
two opposed schools of thought. The position appears to be that 
labour and the puerperium are little influenced by chronic 
encephalitis, whereas pregnancy according to some is affected by 
the disease in that premature labour is of common occurrence; 
according to others pregnancy proceeds to term in the ordinary 
way. 


Pregnancy. 


If it could be shown that the toxzmias of pregnancy were more 
common or that miscarriage was more frequent it would be justi- 
fiable to infer that Parkinsonism was harmful to pregnancy just as 
pregnancy is harmful to Parkinsonism. It has never yet been sug- 
gested that these women are more prone to toxzemic manifestations 
than others, although occasional cases have been reported. Bompi- 
ani’ refers to two in which oedema and vomiting together with albu- 
minuria made up a characteristic picture of toxeemia. He concludes 
that the intoxication of these patients was due to the virus of 
encephalitis, acting in combination with the pregnant state. 
Stern’ found liver changes at autopsies on Parkinsonian 
patients apart altogether from pregnancy. Bompiani! therefore 
argues that the additional strain thrown on the liver, already 
incompetent, by the pregnancy, causes the appearance of toxzemic 
manifestations. The argument is attractive and the reasoning 
logical; but it is nevertheless a fact that toxemia plus chronic 
encephalitis is rare. There is no reason to deny Bompiani’s!® 
explanation in cases in which the two do occur together, and no 
great harm is done by thus attributing the toxzemia to the combined 
effect of the two conditions. At the same time, on account of the 
relative infrequence of the ordinary toxemias in Parkinsonian 
patients, there seems equal justification for the view that their 
pathology is the same whether the Parkinsonian syndrome is 
present nor not. In other words, there is no reason to assume that 
Parkinsonism plays any part in the production of toxzmias of 
pregnancy. 

It has already been stated that divergent views are held upon 
the question of premature labour. Both del Sole! and Bompiani!®’ 
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incline to the view that chronic encephalitis is a cause of premature 
birth, the latter although he only noted its occurrence once in a 
series of seven cases, and the woman who miscarried was a mulTti- 
para with 11 children and several previous miscarriages. How- 
ever it is perfectly true that it does sometimes occur, and since 
its occurrence is usually associated with the more severe cases, it 
seems more than probable that it is due to the disease. On the 
other hand it cannot be granted that the average Parkinsonian 
woman is especially liable to go into labour before full time. 
Reference to the following table which contains most of the 
reported pregnancies in Parkinsonians will make this evident :— 





Case Onset of Labour. 


Hall. 5: Term. 
Hall. 11. Term. 
Hall. 17. Term. 
Seventh month. 
Berkeley and Cockayne.19. Term. 
Berkeley and Bedford. 21: Term. 
Term. 
del Sole.109 j Between the 8th and oth 
months. 





Bompiani.16 Term: 
Artificial termination about 
the 5th month. 
Term. 
7th month. 
A Terin. 
Strecker and Willey.107 1. Term. 
. Term. 
Pitimada.86 Term. 
Term. 
20 days before expected date. 
Meyer.74 Term. 
Lévy.66 Term. 
Valente and David.57 Term. 
d’Andrea.4 Term. 
Henneberg.54 Term. 
Guillain and 
Gardin.44 Term. 
Fort.37 ji Term. 
Term. 
2. Term. 
Term. 
3. (Beriel’s 
Case). Term. 
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Case Onset of Labour. 





4. (Chauf- Death of the mother before 
fard’s case). delivery. 
5. (Rhenter’s 
case). Teri. 
Gordon-Holmes.43 Term. 





There were then 34 pregnancies among 28 patients. Exclud- 
ing the case in which pregnancy was terminated, it can be seen 
that 27 pregnancies out of 33 went satisfactorily to term. In five 
labour was premature between the seventh and ninth months; 
one died undelivered, 81.5 per cent. normal full time deliveries, 
or roughly a ratio of one premature labour to four confinements 
at term. 

(The third confinement in Pitimada’s® patient is not regarded 
as premature, being just within the limits of calculable error), 

It has already been remarked that all five cases in which delivery 
occurred before term, were more than usually severe. Case 17 was 
most certainly of this nature; del Sole’s!® patients all died a few 
weeks after confinement ; Bompiani’s!® case was one associated with 
albuminuria and toxzemic vomiting ; the toxemia in all probability 
played some part in determining the premature onset of labour. 
This case is of particular interest in that after delivery the 
vomiting and headache ceased, whereas the nervous manifestations 
became considerably aggravated early in the puerperium—regard- 
ing the toxzmia, delivery benefitted the patient, regarding the 
encephalitis it did not prevent the common exacerbation during the 
succeeding days. 

It is therefore to be concluded that Parkinsonism does not alter 
the course of pregnancy except in its more marked forms when 
premature birth towards the end of gestation may occur. 


Labour. 


The course of labour is little influenced by the presence of 
the Parkinsonian syndrome, the only divergence from the normal 
being either a diminution in or an absence of the physical pain 
associated with contractions of the uterus; both del Sole! and 
Bompiani® remark this fact. The former is of opinion that labour 
is exceptionally easy and painless, but he draws this conclusion 
from a study of three cases in which the infants were all premature. 
Naturally labour is easy with such small and ill-developed children 
as those to which his patients gave birth. Bompiani!® on the other 
hand considers that, on the whole, the forces are less competent 
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than normal, and that therefore, instrumental delivery is more 
commonly required; he found it necessary to employ the forceps 
in three of five first labours, the indication being undue prolon- 
gation of the second stage owing to inefficiency of the natural 
forces. This indication has led others to a forceps-delivery in 
Parkinsonians. It is also, incidentally, a common indication apart 
from Parkinsonism. 

The records point strongly to normal first, second and third 
stages in the large majority of cases. When delivery by the forceps 
has been practised the patients have been, with the exception of 
d’Andrea’s* case, primiparzs. There is complete absence from the 
literature of any reference to post-partum hemorrhage, or any other 
complication, common or uncommon. In short, labour in these 
people is as labour in others, save that their physical and mental 
suffering is, if anything, slightly diminished. 


The Puerperium. 


What has been said of labour applies even more strongly to 
the puerperium. 


SUMMARY AND CONCLUSIONS. 
(1) Pregnancy is not usually affected by the concomitant 
presence of Parkinsonism, 
In a series of 34 collected pregnancies, including the author’s 
group, 27 went satisfactorily to term—81.5 per cent. 
Premature birth near full time is of only occasional occurrence, 
and is limited to the more severe cases. 
(2) Labour is easy in Parkinsonian patients and associated with 
less pain than in normal individuals. 
(3) Puerperal complications are very uncommon. 


5. The child of the Parkinsonian mother. 


Parkinsonism in the mother does not appear to have any effect 
upon the child. The vast majority of children are of normal weight, 
healthy, and thrive. Their subsequent history when traced is 
negative. Thus the three infants born to Berkeley’s Parkinsonian 
patients remain healthy. One child is now two and a half years 
old, another two years, and the third six months. Strecker and 
Willey!’ traced infants to the fourth and fifth years without observ- 
ing any suggestive signs. Often, as in the case of acute encepha- 
litis, there is no such record, authors contenting themselves 
with the observation that until the time of the mother’s discharge 
from hospital the infant developed along normal lines. The 
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absence of further information concerning these children is not 
without importance, for it can hardly be that, in these enlightened 
days of elaborate ‘‘follow up’’ systems, the medical men in charge 
of Parkinsonian patients would not trouble to enquire further into 
the histories of the children, It is by no means improbable that they 
would not communicate regarding normal infants, having once 
reported their good health ; certain it is that they would not be slow 
to notice anything amiss. 

There is, however, a minority of cases in which the children 
have either been born dead or have survived only for a few days. 
With one exception all these infants have been premature; del 
Sole’s!®® three cases, for instance, were all 34 week babies, the 
second confinement in case 17 took place considerably before term ; 
in one of Bompiani’s! cases the child died eight days after 
induction at the seventh month. Prematurity at the 34th week is 
associated with a sufficiently high foetal mortality to make it 
unnecessary to call in extraneous causes to account for the death 
of these infants. Many children born at this stage of gestation 
succumb within a few weeks of birth. -If their death was due to 
infection via the placenta foetal death before term would be 
expected to occur occasionally ; in the case of chronic encephalitis 
ile infants invariably survive a few hours or days before succumb- 
ing. This does not appear to have attracted attention. Reference 
to the cases mentioned above will render this clear. The exception 
to the rule that infantile mortality is confined to premature children 
is a case from Bompiani’s series. This patient in 1920 had a 
typical acute attack of epidemic encephalitis with consecutive 
Parkinsonism ; in 1922 she became pregnant, and was delivered of 
an apparently healthy child at term. The infant was put to the 
breast, after seven days became somnolent, and died on the 11th 
day with high fever. Bompiani!® suggests that here is an 
example of infection conveyed through the mother’s milk. It 
may be so. Before accepting this it would be necessary to show 
firstly that death was due to epidemic encephalitis, secondly that 
the child was not infected before birth, and thirdly that there was 
no other possible source of infection. There is no record of a post- 
mortem examination of the infant’s body, and therefore, it cannot 
be said with certainty that death was due to encephalitis; the 
question as to the mode of infection does not in these circumstances 
arise. 


The general weight of evidence goes to show that the child 
does not suffer as the result of chronic encephalitis in the mother 
except in so far as that disease plays a part in the production of 
premature infants, The likelihood of premature labour has already 
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been shown to be reasonably small, the child’s chances. are, there- 
fore, correspondingly good. 


6. Parkinsonism, amenorrhea and sterility. 


In only two cases throughout the literature has amenorrhoea 
been observed in connexion with Parkinsonism. One of these, that 
of Forget,** was of considerable severity and the patient died with 
hzematemesis six months after the cessation of the periods, and 
three years after the acute attack ; the other, of Bompiani,!® was oné 
in which the syndrome was definite but slight, the menses were 
sometimes scanty, at others abundant, the patient became pregnant 
two years after the acute attack showing that her sexual organs 
were sufficiently normal to produce a child. Amenorrhoea 
in these patients is, therefore, a rarity and is not to be expected; 
that it does occasionally occur is shown by the above cases. 
Chronic infections and wasting diseases, such as tuberculosis, are 
capable of causing menstrual suppression ; in an analagous mannef 
chronic encephalitis at times produces a like result. 

It is evident that Parkinsonism does not cause sterility, 
nor is there anything to suggest that these women are more than 
usually prolific. It is reasonable to suppose that in some womer: 
conception does not occur because their mental and bodily infir- 
mities may prohibit coitus. Some of the patients pass into an 
apathetic mental state, losing interest in life, others have a definite 
residium loss of sexual appetite, their wifely and maternal instincts 
disappearing. The opposite is not unknown, and sometimes the 
sexual demands of these patients become excessive (Bompiani,’ 
Strecker and Willey,” Pitimada®); this, however, is relatively 
uncommon, It is of interest that the male not infrequently becomes 
impotent as a result of the disease. The position of woman in this 
connexion is obviously different from that of the man, and provided 
her mental condition is not such as to render futile any advances of 
her mate, or her bodily state sucti as to render intercourse impos- 
sible (e.g. marked lower limb rigidity), there is nothing to prevent 
her conceiving. 


TREATMENT. 


ee Pela es arrived at in the preceding pages must be 
cpa remembered, when considering, the treatment. Briefly 
me were these :— 


. Parkinsonism is liable to make its first appearance during 
or pat pregnancy. 


2. Parkinsonism frequently . undergoes aggravation as a result 
G 
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of pregnancy, the aggravation taking place most commonly either 
early in gestation, or shortly after the confinement. 

3. Parkinsonism does not cause sterility. 

Pregnancy, labour and the puerperium are usually adversely 
influenced by Parkinsonism. 

5. The children are almost always healthy at birth, and 
apparently survive to live normal lives. 


Prophylactic treatment. 


The evidence is sufficient warrant for this title. The onset and 
aggravation during pregnancy are sufficiently frequent to demand 
the prevention of child-bearing in women who have recovered from 
the acute attack. This is, of course, a general statement and, like 
all such, must not be pushed to extremes. The rational course 
would be to advise women, on recovery from acute epidemic 
encephalitis, to avail themselves of precautionary measures against 
future pregnancies for a period. The length of that period must 
be determined by the subsequent course of events. Should no 
Parkinsonian symptoms appear during the ensuing four years it 
would appear justifiable to allow conception to occur. If, on the 
other hand, the slightest symptom appear during that time it 
would be wise to prolong the period of prohibition indefinitely, 
or until four years after the last symptom disappeared. To go 
further does not seem necessary. Those who are to become 
Parkinsonian do so, in the overwhelmingly large majority of cases, 
long before the elapse of four years; to taboo child-bearing in a 
healthy young woman for longer would be wrong. 

Patients seen for the first time as Parkinsonians should 
be tendered similar advice, if anything, more strongly since aggra- 
vation appears to be more common than onset during pregnancy. 

The advisability of sterilizing patients in either of the above 
groups can only arise in very special circumstances. It would be 
absolutely unjustifiable to sterilize a woman after an acute attack 
on the off chance of later development of residua. Such patients 
are too often young females who in the future will be desirous of 
becoming mothers, and there is always a reasonable hope that 
recovery will remain complete even though the acute phase 
coincided with pregnancy. Furthermore, sterilization is not a 
procedure lightly to be undertaken either on ethical or material 
grounds. The ethical side is referred to above, the material has 
reference to the risk attending any operation involving abdominal 
section. The scientific use of proper contraceptive measures, care- 
fully explained by a competent medical adviser, should never act 
in a manner harmful to the patient. 









Epidemic Encephalitis 99 








































The exception to this rule would be the case of a Parkinsonian 
patient who has had children, and whose abdomen had to be opened 
for some other condition ; sterilization in this event would be advis- 
able. It was practised by Strecker and Willey! in one case, 
ventral fixation being performed at the same time. 






Treatment during Pregnancy. 

Parkinsonism requires treatment whether the patient is pregnant 
or not- This, however, is the peculiar concern of the physician, 
and it would be out of place here to enter into a discussion of this 
highy controversial medical question. As in the case of acute 
epidemic encephalitis, the sole concern of the obstetrician has 
relation to the advisability or otherwise of interfering with the 
course of the pregnancy, and if interference is thought to be 
indicated the most suitable means to be employed. 

The cases may be conveniently divided into the three following 
groups :— 

(i) Those women who are Parkinsonian before becoming 

pregnant. 


(ii) Those women in whom the onset of Parkinsonism coincides 
with the occurrence of pregnancy. 


(iii) Those women who become pregnant after an acute attack 
but up to the time of being seen have not exhibited Parkinsonian 
symptoms. 






(i) Those women who are Parkinsonian before becoming pregnant. 

Because of the aggravation to which Parkinsonian patients 
appear to be prone during gestation, it would seem expedient, on 
theoretical grounds alone, to advise in favour of terminating these 
pregnancies. For the justification of this dogma it would be desir- 
able to show that induction has been followed by an amelioration 
of the patient’s condition, or at least that after the uterus had been 
emptied the symptoms became no worse; failing even this it would, 
of course, always be argued that if recourse had not been had to 
active measures the disease would have progressed still more 
rapidly in any given case. It is, unfortunately, not possible to 
say whether or no these desiderata are fulfilled; surprising as it 
may seem, in only two cases of Parkinsonism with pregnancy has 
induction been practised, at least so far as the published reports 
tell. These cases were recorded by Bompiani'* in 1924; the first he 
terminated at the third month, taking as his indications aggravated 
nervous phenomena in association with mild toxzemia as evidenced 
by the presence of slight albuminuria with casts. He was unable 
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to observe any change in symptoms afterwards. He determined to 
induce premature labour in his other case, but at the moment of in- 
terference she went into labour (seventh month) thereby rendering 
induction unnecessary. Here again Bompiani’s!* indication was 
toxemia with Parkinsonism. It has already been pointed out that 
following delivery the nervous symptoms became worse although 
those attributable to the toxzmia disappeared. It is thus clear that 
positive evidence in favour of inducticn in these cases cannot be ad- 
duced. In its absence it is necessary to fall back on the second line, 
furnished by those cases in which miscarriage, as opposed to 
labour at full time, has occurred. These too are scarce enough. It 
it could be shown that miscarriage, particularly in the early months, 
was either followed by improvement or not followed by the usual 
aggravation, then a hint on the question of inducuwon would be 
obtained. But here again something in the nature of an impasse 
is reached because premature labour near term has been shown to 
be very much commoner than miscarriage during the early months; 
besides which where premature labour has been the rule the cases 
have been of more than ordinary severity. Certainly they have 
continued without exception their downhill course, and it is 
possible that induction late in pregnancy might be followed by a 
like result. On the other hand, it could be argued that but for the 
premature onset of labour these cases would have become worse 
with still greater rapidity, Nature herself guarding against this in 
her own peculiar way. Why not, therefore, imitate Nature by 
initiating in one or another way uterine contractions? If this was 
done, it might be said that in cases of less severity, improvement 
rather than aggravation would follow delivery, or at least there 
would be a surety of no exacerbation. Returning to miscarriage dur- 
ing the early months, Bompiani'® recorded two cases in which sub- 
sequént to an acute attack of epidemic encephalitis, more than one 
miscarriage during the first three months of pregnancy occurred 
without any change in symptoms. Later pregnancies going to term 
caused accentuation of Parkinsonian symptoms. A similar case is 
reported by Fort.3” Bompiani’® asserts that miscarriage as opposed 
to full time labour does not adversely influence Parkinsonism. From 
this it might be deduced that induction early in pregnancy would 
be beneficial in preventing aggravation, but it cannot be denied 
that these pregnancies might not have aggravated the disease if 
they had continued. But since exacerbation is admittedly common 
during the early months it seems at least possible that interruption, 
natural or artificial, early in gestation has a favourable effect. . 


The position is exceedingly unsatisfactory and thus it will 
have to be left until such time as more evidence is available; in 
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the meanwhile the best line to take in these cases is to do nothing 
unless the symptoms begin to become more marked. Any accen- 
tuation should be carefully watched for during the first half of gesta- 
tion, and, since such early aggravation is often followed by a more 
severe exacerbation early in the puerperium, it would probably be 
wiser to terminate pregnancy in the hope of averting later catas- 
trophe, than to continue a policy of ‘‘wait and see’ until the patient’s 
condition becomes hopeless. This amounts to advising interference 
at the slightest provocation and, as such, may appear drastic, but 
it is to be remembered that Parkinsonism is a terrible infirmity and 
is known often to be made worse by pregnancy ; induction is, there- 
fore, justifiable if used only experimentally, until some effective 
therapeutic measure or measures are found for Parkinsonism itself 
or until obstetrical interference is shown to be of no avail. 


(ii) Those women in whom the onset of Parkinsonism coincides 
with the occurrence of pregnancy. 


Arguing on the same lines it would seem advisable to induce 
labour in these patients as soon as the Parkinsonism declares 
itself. By so doing, further aggravation such as occurred in 
Berkeley’s and Cockayne’s case, in Meyer’s’* case and in Fort’s*? 
two cases may be avoided. That such aggravation does not always 
follow is admitted, and that benefit will result from induction is 
by no means certain, but since aggravation is more than a possi- 
bility once Parkinsonism has become established, and since that 
aggravation is presumably caused by the pregnancy, it seems only 
logical to conclude that termination would lessen the chance of 
subsequent untoward happenings. 






(iii) Those women who become pregnant after an acute attack, but 


up to the time of being seen have not exhibited Parkinsonian 
symptoms. 


Clearly this group is in rather a different category from the 
other two. In them there was definite evidence of the activity of 
the virus, while in this group the virus is presumably inactive, 
whether finally exterminated or merely lying dormant, awaiting its 
chance, nobody knows. The lack of knowledge prohibits the adop- 
tion of active obstetrical treatment, but every care should be 
bestowed on the patients to enable them the better to go through 
pregnancy safely. They should be seen at frequent intervals, every 
precaution against over-exertion, and in general, such measures as 
will keep their health up to scratch should be taken. It would be 
wise to warn their relatives of the possibility of trouble, which 
is particularly liable to occur just after their confinement. 
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(c) Treatment during Labour, 

Labour has been shown to present no very unusual features 
in the Parkinsonian, its conduct, therefore, requires but brief 
consideration. Labour in any woman with a disease which has 
caused severe bodily and mental derangement must necessarily be 
regarded as making a serious call upon her resources. The fact 
that these patients stand labour well does not necessarily mean that 
it is without harmful effects, on the contrary the frequency with 
which the disease becomes worse during the puerperium shows 
that labour is not without ‘its influence, being probably one: of 
several factors which combine to make the lot of the sufferer harder. 
Therefore, these women should not be left long in the second stage 
without assistance by the forceps. The observation that sometimes 
the forces are inadequate forms an additional argument in support 
of the statement that labour is not so harmless as it seems, and 
furnishes a definite indication for instrumental delivery. The 
general line to be adopted, then, is one which will reduce the effort 
required of the patient to a minimum. It is well to remember 
that forceps-delivery may not be without difficulty in some of the 
cases, d’Andrea‘ finding the application by no means easy in his 
case, owing to extreme lower limb rigidity. 


Treatment during the Puerperium. 

The only question arising during the puerperium is that relative 
to lactation. Should these women be allowed to suckle their 
children? So far as the child is concerned the answer ‘is in the 
affirmative, there being no authenticated case in which trans- 
mission by the mother’s milk has occurred. In case 12 the child 
was suckled for nearly 18 months and was, in addition, subjected 
to a more or less continuous stream of saliva, a secretion known -to 
carry with it the virus of the disease, yet the infant remained 
healthy. 

The only consideration is, therefore, the mother. In the more 
marked cases there can be only one answer to the question— 
emphatically No. del Sole!® insists on this, and it must be obvious 
that in cases so severe as his own he is right. The milder cases 
afford a different problem, and it may well be that lactation does 
no harm. On the other hand, by allowing it to continue, yet another 
call is made on the mother which may help to determine a change 
for the worse. The prohibition of suckling ought surely to be 
insisted upon because it can never be foretold what course a case 
is going to take. By attention to matters of this sort it may be 
possible in the future to abolish or diminish the puerperal aggra- 
vation, 
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SUMMARY AND CONCLUSIONS. 
Prophylactic Treatment. 


Because Parkinsonism not infrequently makes its first appear- 
ance with pregnancy and is, when already present, often aggravated 
by pregnancy, patients who recover from acute epidemic encepha- 
litis should be advised not to allow themselves to become pregnant 
until after the elapse of four years from recovery. Similar advice 
should be tendered to those who are first seen as Parkinsonians. 

If abdominal section be rendered necessary to a Parkinsonian 
woman with children sterilization should at the same time be 
practised. . 


Treatment during pregnancy- 


(a) Those women who are Parkinsonian before becoming 
pregnant, 


The question of terminating pregnancy is considered and the 
conclusion arrived at that the best line to take in this group ot 
cases is one which involves very careful observation of the patients 
throughout pregnancy with active interference at the slightest 
provocation. 


(b) Those women in whom the onset of Parkinsonism coin- 
cides with the occurrence of pregnancy. 
The faet that Parkinsonian symptoms appear for the first time 
with pregnancy makes it advisable to induce labour in this group 
of cases. 


(c) Those women who become pregnant after an acute attack, 
but up to the time of being seen have not exhibited Parkin- 
sonian manifestations. 

Patients in this group should be carefully watched throughout 

pregnancy and active treatment considered if any early signs of 
Parkinsonism appear. 


Treatment during labour. 
The course of labour should be rendered as easy as possible by 


shortening the second stage by the use of the forceps. Lower limb 
rigidity may interfere with its application. 


Treatment during the puerperium. 


Because aggravation of the disease is of common occurrence 
after the confinement, the strain of lactation should be avoided and 
the children fed artificially. 
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DETAILS OF CASES. 


CASE I. 
Professor Arthur J. Hall’s Cases. 

Mrs. C—, confined October 1924, at term, child normal. 

Weakness of right arm first noticed during puerperium... It has got 
worse since. There is no history of the primary attack, but her friends had 
noticed slowness of movement before hef confinement. There is now some 
sialorrhcea and facial mask. Right hand worse than left. Some tremor in 
both. Walks slowly. 

It seems probable that the acute attack occurred during the prevalence 
of the epidemic in the spring of 1924, when she was in the early months 
of pregnancy, and that it was of so mild a character that it was not 
recognised as an illness. This is by no means an uncommon occurrence 
in the Parkinsonian cases. 


CASE 2. 

Mrs. Cl—, 24. The acute attack began in March 1924, with severe 
headache and delirium. This lasted for one week and was followed by 
“‘trances,’’ She was about four months pregnant. The acute attack lasted 
altogether for 10 or 12 weeks, with extreme lethargy, twitchings of the 
arms and legs, katatonia, ptosis and nystagmus. 

She was confined in August 1924—a healthy full-time child. When seen 
in November 1924, she had become slow in her movements. The facies was 
typical and the left arm was chiefly affected. She had been unable to do 
anything for her child. 

Her condition advanced rapidly and she died in January 1926. 


CASE. 3. 

Mrs. Co—, 32. Married December 1923. On February 16th, 1924 she 
had an acute attack of encephalitis—diplopia, delirium, extreme lethargy, 
severe cough. A normal child was born on October 25th, 1924, so that 
she must have been in the first month of pregnancy when infected. She 
suckled the child for five months. During the pregnancy she had attacks 
of polypncea which would last a few minutes, also some sialorrhcea, but 
these seemed to improve. Two weeks after her confinement she became 
worse. The breathing attacks were more severe, there was also constant 
twitching of the toes of both feet. She slept a great deal. The left arm 
also became stiff and felt weak. In the summer of 1925 shaking was noticed 
and she became much slower in everything. In January 1926, she was 
unable to wash or dress herself. The facies was definite but slight; no 
ocular symptoms. Stiffness and tremor in left arm and leg. Pains in tips 
of toes. This patient had lost two stones in weight. 


CASE 4. 

Mrs. D—, aet (?), began with epidemic encephalitis in December 1920, 
while pregnant. Lethargy was a marked feature and hiccough was very 
obstinate. She was admitted to the Jessop Hospital. for Women, Sheffield, 
and Ceesarean section was performed. The child: was born alive and kept 
apart from its mother for the first six or seven weeks of its life. At that 
time the mother was discharged to her home and the child sent away to be 
nursed for four months longer. The mother was in bed until March 1921. 
After that she was unable, for some time, to walk about, owing to weakness 
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and loss of use in the legs. She gradually regained power. At the present 
time she shows a typical fixed- expression, head immobile and has the 
usual quick speech. She complains of pains in the legs and hips, also 
across the forehead. She says her sight is hazy and that she sees things 
double when they ate near. There is slight nystagmus, no squint, the 
pupils react normally to light-and on accommodation, and the eyes con- 
verge normally. There is definite rigidity and slowness about the leit 
arm and leg. The posture of the arm is characteristic and she complains 
of inability to use it freely. Thus she states that in attempting to peel 
potatoes the left hand will not keep up its time in manipulating the 
potato. Mentally she seems clear and up to standard. 

I saw the child on December 30th 1922.. She was then two years old. 
About two months ago the left arm ‘‘went loose’’; the use was lost for 
about a day. It then recovered. A month later after being washed she 
fell over when standing up. The left leg was found to move queerly. 
Before this, she could walk three or four yards by herself, but since then 
she cannot take a step by herself, but has to hold on to something. They 
think she is improving. The. left foot is colder than the right. The knee 
jerks are present on both sides, but the plantar response is less on the 
left than the right. 


CASE 5. 

Mrs. F_—_, 20, began in February 1924 by being very talkative and 
excited; she talked all day and night—rambled at times. She was then 
in the third month of her second pregnancy. A normal child was born 
at full time. Since this illness she has not been able to do her housework, 
but could wash and feed herself. 

She became pregnant again and was confined of another normal. full 
time child in September 1925. Since then she has been much worse. She 
can feed herself, but cannot wash or dress herself. She presents all the 
typical characteristics of well marked Parkinsonism. The right arm is more 
atfected than the left. 


CASE 6. 

Mrs. Fl—, 21. Had acute encephalitis in February 1924, when three 
months pregnant and was an in-patient at the Royal Infirmary under Dr. 
Yates up to the time of her confinement on August 9th, 1924. The child was 
healthy. When 1 saw her in November 1925, she had been getting slower 
for about two months. She was then definitely Parkinsonian with marked 
sialorrhoea. The child died at the end of 1926, from what cause I could 
not ascertain. Since its death she has got much worse, and in March 1927, 
when I saw her again, she was quite unable to attend to herself, with 
extreme salivation and generalized advanced Parkinsonism. 


CASE 7. 

Mrs. Fr_—, 25, married 4 years. In March 1924 she began with insomnia 
and visual hallucinations for two days. This was followed by diplopia 
and lethargy. She was in bed for three days because the use went out of 
her limbs. She was then three months pregnant. She says that for the 
rest of the pregnancy everything .seemed strange and far off. She dare 
not cross the road. because the traffic, though near, seemed far off. A healthy 
child was born at term. (She suckled the child for two months). Since 
then she has changed completely in character. She has no interest in her 
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child or in anything else. When I saw her in April 1925, she was a typical 
generalized Parkinsonian. Since then she had been getting steadily worse. 


Case 8. 

Mrs. Fu—, 37, was admitted to the Jessop Hospital for Women on 
August 31st, 1922 on account of vomiting. She was then six months 
pregnant, this being her tenth pregnancy. She seemed dull and apathetic, 
but had no headache. On September 22nd some nystagmus was noticed, 
and she seemed confused. The vomiting was again troublesome. On 
October 15th there was diplopia and she had a fit. She was also drowsy 
and lethargic. Czesarean section was done next day and a normal child 
removed. On the 22nd there were ptosis, nystagmus, fixed pupils, and 
jerkings in the left arm and leg. 


CASE 9. 

Mrs. Fur—, 24. The acute attack began on May 3rd, 1924, when in 
the last week of pregnancy. She had a terrible headache, lost her speech 
entirely, and partial use of hands. She could understand all that was 
said to her. Speech returned to a certain extent in a few hours. After 
a night’s rest she seemed better, but was very drowsy. She was confined 
on May 11th. The child was quite healthy. Since then she has changed 
entirely in temperament. She is irritable, emotional and depressed. 

In September she complained of pain in the right leg, weakness of right 
arm and leg. There is stiffness and loss of swing in the right arm; the 
right leg drags. The facial mask is not very marked; slight sialorrhcea. 


CASE Io. 

Mrs. J—, 25. Married August 1923. Acute encephalitis began in April 
1924, with severe delirium, headache, diplopia and lethargy. She was then 
eight months pregnant and was confined on May 25th, 1924. The child 
was healthy in every way, and has remained so. After the confinement 
she never recovered her health, and apparently the symptoms of Parkin- 
sonism came on early. This continued to get worse, the salivation being 
exceedingly troublesome. The arms have never been affected, according 
to her dwn statement, but apparently she was unable to do her housework 
or to get about. I did not see this woman until October, 1926, but I had 
heard about her from her medical attendant, Dr. Hudson, because of the 
surprising improvement which followed the administration of belladonna, 
early in 1926. 

The interesting point in her case is, that even now in May 1927, although 
definitely Parkinsonian, she remains very much better than she was 
until she began taking belladonna. The salivation is not troublesome at all. 
The facies is distinctly present, but not marked. Although she says that 
the arms are not affected, she has lost all swing in walking, she takes 
short stiff steps, and there is some hesitation in moving the right foot. 
She complains of severe pains in the back and legs, and nothing 
seems to give relief. 

She is one of the few cases showing a peculiar ‘‘setting’’ of the teeth, 
associated with permanent retraction of the lips—giving the appearance 
like ‘‘Risus sardonicus.” 

CASE II. 

Mrs. K—, 23. Subject to minor epilepsy since the age of 17. Married 

Easter 1923. In March 1924, she had an acute attack of encephalitis with 
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diplopia, visual loss and delirium lasting for three weeks. She was very 
lethargic and would fall asleep anywhere. She was then five months preg- 
nant, and the question of terminating the pregnancy was considered. She 
was therefore admitted to the Jessop Hospital, where I was asked to see 
her. It was agreed to allow the pregnancy to proceed, and she had a 
normal labour on July 3oth, 1924. The child was healthy. After this she 
says she recovered. A second healthy child was born on May ist, 1926. 
After this she became worse. Salivation, weakness of both hauds, with 
typical posture, right and left. Facies well marked. Tremor of eyelids, 
lips and tongue. Gait not affected. She has put on three stones in weight 
since 1924. The attacks of minor epilepsy have become worse and in 
September 1926, in one of these, she accidentally dropped a saucepan of hot 
water on to her baby, which died as the result of scalds. The patient in 
1927 is a well marked Parkinsonian. 
CASE 12. 

Mrs. L—, 27, began suddenly in April 1924 with polypnoea which lasted 
for three days. She was then five months pregnant with her second child. 
She had also marked insomnia. She was not laid up in bed at all. She 
was confined of a healthy child at full time in August, 1924. Since the 
child was born she has been getting steadily worse. She has become slower 
in everything. She suckled her child continuously up to seven weeks 
before I saw her in January, 1926—i.e., for nearly 18 months. For the last 
six months she has become much worse. There is extreme salivation and 
typical Parkinsonism generalized. She has lost all interest in everything and 
cannot do anything in the house. 

It is interesting to note that the baby, though suckled and probably 
fouled with the mother’s dribbling saliva, day after day, has shown no 
symptoms of the disease. 

CASE 13. 

Mrs. M—, 27, began with- headache and shivering on April 20th, 1924, 
when eight months pregnant. She was admitted to Lodge Moor Hospital. 
She was then very drowsy and stuporose, with mask face, unequal pupils, 
slight pyrexia, and twitching of the hands and mouth. 

She improved and was confined of a normal child on May 18th, 1924. 
She recovered completely, and her medical attendant, Dr. Gilmore, states 
that in June 1927, both mother and child are quite well. 

CASE 14. 

Mrs. N—, 23. This patient began suddenly in May 1924 with diplopia, 
turning up of the eyes, lethargy by day and insomnia by night. She was 
then seven months pregnant. A normal child was born at term. 

The history of the immediate period is uncertain, but when I saw her 
in June 1926, she was a complete Parkinsonian. It is said that about a 
year before—that is in the summer of 1925—she lost the use of her right 
arm, and tremors began, while six months later the legs were affected and 
there was severe sialorrhicea. 

When T saw her at Hospital in June 1926, in addition to the typical 
features of advanced Parkinsonism, she had attacks of spasmodic deviation 
upwards of the eyes, which sometimes lasted for hours. This, in my 
experience, is more common in women than in men, though it occurs in 
both. She was mentally very depressed and had contemplated suicide. 
She was thought to be again three months pregnant. 
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CASE I5. 

Mrs. P—, ? age, began with delirium shortly before her confinement 
on May 14th, 1924. It was thought to be puerperal insanity, and she was 
therefore admitted to the Jessop Hospital for Women on May ioth. She 
then had delirium of the occupational type with myoclonus of the aris 
and legs, nystagmus, tremor of the tongue and lethargy. In May there 
was some right facial paralysis. In January 1926, both she and the child 
were guite well, except that she complained of being rather sleepy in the 
daytime and sleepless at night. 


CASE 16. 

Mrs. R—, 21. Married October 1923. Acute attack about the first week 
of April 1924. She was shivery and feverish, talking continuously all 
night. There were diplopia, extreme lethargy in the day time, and twitch- 
ing of the face. She was then in the fifth month of her first pregnancy. 
About six weeks after the onset of the attack, choreiform movements of 
the left arm and leg began, accompanied by complete insomnia. This 
continued for some weeks. In July she improved somewhat, but could not 
use the left leg properly. 

She was confined. of a normal child at term on August 23rd, and was 
apparently no worse after this. I saw her in December 1924. She was then 
apathetic and had lost all interest in the child. There was definite sialorr- 
heea. The face was markedly greasy. She was constantly picking 
at her nails or nose: She was very depressed and complained of constantly 
“rhyming’’ everything that she heard spoken, or thought of. She is 
sleeping badly and is distinctly suicidal. The arms are not affected. The 
left ankle gives way and turns over when walking. 

A week later she attempted suicide and had to be removed to an 
asylum, when she again tried to strangle herself. She improved somewhat 
while there. ; 

CASE 17. 

Mrs. T—, 23, had epidemic encephalitis in the spring of 1920. She 
was laid up for three weeks, and has but little recollection of anything 
during that time. She was then in the third month of her first pregnancy. 
A healthy full time child was born on November roth, 1920. It was not 
suckled. She was able after this to do her housework and look after the 
child. In the summer of 1922 she again became pregnant, and soon after 
this she became much slower and definitely Parkinsonian. A second 
healthy child was born at term in February 1923. She was then rather 
slow, the left pupil was larger than the right,- nystagmus to the left, 
frequent drooping of the left eyelid. Usually there was no convergence, 
but once or twice she pulled the right eye in slowly. The facial mask was 
very marked. Tremor of lips and tongue. Weakness of the right side of the 
face. Arms showed marked postural tone. There was katatonia. Walks with 
trunk bent forward. Turns with body first. Slight tremor of arm and leg. 

In November 1924, she was pregnant again and threatened suicide. She 
was admitted into the Sheffield Royal Hospital in February 1925, when 
her condition was that of severe Parkinsonism. She was about five months 
pregnant. The child was born in April 1926. It only lived a few hours, 
but there is no information as to the cause of death. After this the woman 
became quite unable to help herself in any way. She was readmitted to 
Hospital on September 2nd, 1926, in this helpless condition. On September 
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25th hyoscine hydrobromide 1/200 grain was given by the mouth thrice 
daily with marked benefit. In the course of a week or two she was able to 
feed and wash herself and gradually made herself useful in the ward, 
carrying round tea to the others and much less tremulous than she was. 

Her condition remained much the same until November, when she 
began to get more helpless and was very depressed. On November roth, 
the dose of hyoscine was increased to grain 1/150 thrice daily. She then 
improved again and, when discharged in December 1925, was able to get 
about and help herself. 


CASES 18. 

Mrs. W—, 25, began on February 6th, 1924, with twitching of the arms, 
legs and back. It began in the right arm, then in the left, then in the left 
leg and finally in the right arm and abdomen. 

She was admitted to the Royal Hospital on March 4th, as a case of 
chorea of pregnancy. She was four and a half months pregnant. 

The movements were not those of chorea, but definite myoclonic spasms. 
In about a fortnight they ceased in the limbs, remaining only in the left 
lumbar and abdominal muscles. These myoclonic spasms were very painful. 
She was also very restless at night. A normal child was born at term. 

I saw both mother and child in January 1926. Both were perfectly well. 
The myoclonus had entirely disappeared. 


CASE Io. 
Mr. Comyns Berkeley and Dr. Cockayne’s Case. 

Mrs. S—, aet 26. During the early months of her fifth pregnancy in 
the autumn of 1923 this patient had an attack of drowsiness and double 
vision, lasting about a couple of weeks. She did not consult a doctor nor 
take to her bed. The pregnancy went to term and a healthy male child 
was born in March 1924. The baby was fed at the breast for nine months. 

She again became pregnant in October 1925, soon after which she 
noticed a trembling in the right arm. She was admitted to the Middlesex 
Hospital on June 8th, 1926, with mask-like face and tremor of the right 
side, most marked in the right arm. She was delivered without difficulty 
at term of a healthy female child weighing eight and a half pounds. The 
confinement was normal; the presentation was a vertex, occiput anterior 
and to the right; the first stage of labour occupied 12 hours, the second 
ten minutes and the third ten minutes. She -was discharged from hospital 
three weeks after delivery, the puerperium being uneventful. She suckled 
her infant for 12 months. 

I, the author, saw this patient in December 1927, when she presented a 
typical picture of the Parkinsonian syndrome. Both she and her friends are 
convinced that she became considerably worse after discharge from hospital, 
and while suckling her baby. At the present time, she has marked 
rigidity of both right limbs, and continuous tremor of the right forearm, 
which is maintained in pronation. Her gait is characteristic, and she finds 
difficulty in bringing herself to rest. The facies is mask-like, almost con- 
tinuous salivation causes her great distress. She is very emotional and 
bursts into tears without provocation. She is now quite incapable of doing 
anything for herself. Both children are healthy and of average intelligence 
for their age 
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CASE 20. 
Mr. Victor Bonney’s Case. 


Aet. 30 years. The patient was attacked in 1924, during the fifth month 
of her fourth pregnancy, by diplopia and slight general symptoms thought 
to be of toxzemic origin. For this reason, Mr. Bonney was asked to see 
her about three weeks after onset. She was then suffering from diplopia, 
violent leg pains, mental irritability and lethargy of moderate degree. 
Because the urine was normal in quality and quantity toxeemia was 
excluded and a diagnosis of epidemic encephalitis made: After several 
consultations, it was decided to allow the pregnancy to proceed and con- 
finement at term followed with delivery of a healthy baby of normal weight. 
Labour was practically painless. . The patient made a slow recovery 
from her disease and even to-day is not quite normal mentally. She takes 
no interest in ordinary subjects, though can talk loquaciously and sensibly 
on matters in which she is interested, for example, education. Very 
marked prolapsus uteri followed the confinement and the perception of 
sensation disappeared from the external genitalia and contiguous parts. 
The child has remained healthy and intelligent. 


CASE 21. 
Mr. Comyns Berkeley and Dr. D. Evan Bedford’s Case. 


Mrs. D—. Shortly before her marriage in August 1925 this patient 
noticed a ‘‘trembling of the right hand’? when at needlework. Previous 
to this she had been quite healthy, and can recall nothing suggestive of 
acute encephalitis. She became pregnant in November 1925, shortly after 
which the trembling became more marked. The confinement was 
expected on August 7th. Labour not having begun she was admitted 
to the Middlesex Hospital on the 15th. At that time she had deficient 
movement of the right arm. On August 23rd she went into labour after 
induction with castor oil and quinine. The duration of the three stages 
was 213 hours, 34 hours, and 15 minutes respectively. The child was 
healthy in every particular. It was not suckled. Three weeks later she 
was discharged after an uneventful puerperium, there being no change in 
the Parkinsonian symptoms. 

Her condition remained much about the same, though she lost ner 
tremor, until the beginning of 1927, when she again became pregnant, and 
the trembling reappeared. Her mother, who has lived with her for a num. 
ber of years, is convinced that after her second confinement in October 1927, 
the condition became worse. She was completely unable to do any needle- 
work, was very slow, and at times troubled with salivation ; the weakness 
in the right arm was more marked. At this time she occasionally had 
emotional outbursts. The baby was healthy and not fed at the breast. 

In November 1927, she began to attend the out-patients depart- 
ment of the Middlesex Hospital under the care of Dr. Evan Bedford. She 
now has hypertonus and weakness of both right limbs. Her facies is slight 
but definite, with weakness on the right side. The deep reflexes are 
increased. On.the whole, her condition is better than immediately after 
her confinement, though she is still unable to get about alone and is very 
slow, Both the children are quite well, 
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Alfred Langton Research Scholar. From the Obstetric and 
Gynecological Unit, Royal Free Hospital; and 


SipyLt Taire Wippows, B.Sc., F.1.C., 


From the Chemical and Physiological Department of the London 
(Royal lree Hospital) School of Medicine for Women. 


ALTHOUGH a considerable amount of work has been done and 
recorded on the subject of milk, lactation in women has received 
scant attention, and we are in possession of very little accurate 
knowledge. It was therefore decided to undertake a study of lac- 
tation in normal women in the Obstetric Unit of the Royal Free 
Hospital under the direction of Professor Louise McHroy. 

Investigations were directed to discover the manner in which 
the milk appeared and lactation developed during the first 14 
days of the puerperium. All the clinical observations were made 
by M.F.L. as also the collection of samples in the wards. The 
biochemical work, which was under the charge of S.T.W., was 
carried out in the Science Laboratories of the London School of 
Medicine for Women with the co-operation of Miss M. Bond and 
Mrs. E. 1. Taylor. We are also indebted to the Medical Research 
Council for support and financial assistance. 

The samples of milk were collected by different methods 
according to the point under investigation, and were taken, immedi- 
ately after collection, to the laboratories where the appropriate 
analyses were carried out. In no case was the milk allowed to 
stand over night. Sugar, fat, protein, calcium and ash were the 
constituents chosen for study. Sixty-three samples were analysed 
for all these substances, and one hundred and forty for four or less. 
Total solids were estimated in sixty-five samples. 

The mothers selected for observation in this section were all 
normal in-patients of the Obstetrical Department of the Royal 
Free Hospital. In a few instances women admitted to the V.D. 
wards for gonorrhoea were included, but none with a history of 
syphilis. A continuous series of observations was made on every 
woman from the morning after parturition until her discharge 
from the ward. 


*Received August 8th, 1927. 
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At the outset it was found that observations needed to be 
made according to a method which standardized itself. On the 
usual clinical charts observations on the infant’s weight, condition 
of the mother’s breasts, quantity and nature of the fluid secreted 
and the amounts taken by the infant cannot be recorded. 
These matters were essential to the investigation, and a single 
chart was therefore constructed to enable such points to be con- 
veniently noted. 

On this chart on the right hand side, the infant’s chart, 
the infant’s weight, the nature of its motions, whether it had 
vomited or not and, if so, the nature of the ejected material and the 
number of feeds, were entered daily. The number of ounces of milk 
taken in the day, as ascertained by a test weighing chart, was 
written on the chart above the daily weight together with the 
caloric value of the food taken, if desired, calculated from the 
weighing chart and the biochemical results. Morning and evening 
temperature and pulse-rate, should circumstances make the record 
of these desirable, can also be noted in this part of the chart. 
Owing to the universal use in this country of the ounce measure, 
records were necessarily made by these weights, but by the pro- 
vision of an additional table in the metric system, the results can be 
compared with those of continental workers. The central part of 
the chart is used for recording the nature and condition of the 
breasts and milk supply, and also for the prescribing of treatment. 
The left hand column indicates the feeding methods in use for each 
particular case. In combination with this chart, the accompanying 
scheme for test weighing was devised. 

Six days charted in this manner can be conveniently grouped 
together on the same sheet. 

With a little practice the nursing staff found this method easy 
to use. During the observation of each case, the chart remained 
in the neighbourhood of the weighing scales, and was inspected 
daily by the observer responsible for the ward work (M.F.1L.) and 
checked and compared with the condition of the infant and 
mother. 

By use of these charts and the biochemical! results given by 
the analyses of samples obtained, the following series of obser- 
vations was made :— 


1.-Variations in Inception of Lactation in Different Women. 
The course of lactation in 23 individuals was studied, six for 10 


to 13 days, five for five to nine days and 12 for one to five days. 
This forms, except for the work of Woodward,? 1897, (a study of 
the milk of six cases from the tst to the 7th day) and Hammett,* 
1917, (a series of five daily samples of milk from eight women from 
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BABIES’ TEST WEIGHING CHART. 

Date Name 

Weight Weight 


Time. 3efore After Difference. 
Feeding. Feeding. 











10.30 





"RORAD «es 


the 3rd to the 1ith aay) the first complete and continuous study of 
lactation in individual women during the puerperium, 

The first question taken for consideration was to what extent is 
the development of lactation in all women uniform ? 

As far as the women under observation can be taken as typical, 
it appears that lactation in no two individuals develops in exactly 





the same way. The rate and character of development, however, 
fall into consistent patterns, of which there appear to be two main 
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types. Under one or other of these the majority of women can be 
classified. 

The first ivpe shows the following characteristics :— An early 
production of milk of a kind which is homogeneous in character, 
ample in quantity and of a colour never deepening beyond a 
primrose yellow. This type is found mainly in multipare. The 
second type shows a longer latent period before the appearance of the 
milk, which when it comes is not homogeneous, is very viscid, 
scanty in quantity and often has a deep yellow colour. This type 
occurs mainly in primiparee. The course of lactation in an 
individual of each type will be described in illustration. 

First type. F. J., a multipara 39 years of age, in hospital for 
her fourth confinement. Labour had been spontaneous and 
normal, the mother was healthy, with large, well-shaped breasts 
and good nipples. The infant weighed g pounds, 11 ounces at 
birth, was normal in every way, and a good sucker. 

The development of lactation proceeded as follows :— F.J.’s 
breasts had been secreting a small amount of fluid daily for the last 
two months of her pregnancy. About eight hours after delivery the 
infant was put to both breasts, and then six hourly for 24 hours, 
after that a three hourly 15 to 20 minutes feed from one breast was 
given for the rest of her stay in hospital. The fluid expressed from 
the breasts within the first 24 hours, was homogeneous, thin, faintly 
yellow, and easily obtained. Forty-eight hours after delivery 
two ounces or 60 cc. were obtained from one breast partly by the 
infant, as ascertained by test weighing, and partly by suction 
with a breast pump. In physical qualities this fluid was not viscid, 
was quite homogeneous, and had somewhat the appearance of 
mature milk. By the fourth morning three ounces could be obtained 
at a feed from either breast, and the fluid had the thin bluish 
appearance of normal breast milk. This was maintained during 
the rest of her stay in hospital. 

Second type. H. P., a primipara 25 years of age. Labour 
had been spontaneous and normal, the mother was healthy, breasts 
large and well-shaped. The infant weighed 7 pounds 8 ounces at 
birth, and was normal in every way. The one difference between 
the two cases was that the infant of H.P. was a less efficient sucker 
than the infant of F.J., but as this is apt to occur in first children, it 
cannot be regarded as an abnormality. The routine treatment was 
the same. During the first 24 hours, practically no fluid was 
expressible from I]. P.’s breasts. At 36 hours .7 cc. was obtained 
by expression from the right side before the infant was put to it, 
two drachms as ascertained by test weighing was taken by the infant 
and 1.6 cc. by digital expression after feeding, totalling in all 
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g.5 cc. From the left side one cc. was expressed before the infant 
was put to the breast, two drachms taken by the infant, aud two ce. 
by expression after feeding, totalling in all 10.2 cc. The fluid 
up to this date was very viscid and dense, and of a deep yellow 
colour at the bottom of the measuring glass. As the fluid left 
the nipple and streamed down the side of the glass, it was not 
homogeneous, but was made up of streaks having different colours. 
This point will be referred to later in discussing the question of 
colostrum. On the third day the fluid was still very viscid, but 
had become a pale vellow colour and was much more homogeneous 
in character. A total of three cc. was obtained on this day by expres- 
sion from one breast, the infant having taken two drachms or 7.2 ce. 
from the other. On the fourth and fifth days the amount obtained 
by expression increased to 10 cc. and 25 ce. respectively, and by 
the eighth day to 73 cc. By this time the fluid had the appearance 
Gf rich cow’s milk. It was not till the ninth day that the milk 
reached the usual thin, bluish appearance of normal human milk. 

The biochemical content of the milk of the two women showed 
also a wide difference, parallel in nature to the physical appear- 
ances. The protein content of the milk of F. J. never rose above 
2.2 per cent. and from the second day to the tenth day showed a 
curve from 2.2 per cent. to 1.63 per cent. In contrast with this, the 
protein percentage of H. P. began at 7.65 per cent. on the second 
day (the first on which an adequate sample could be obtained) and 
fell on the eighth day to 2.0 per cent., reaching on the eleventh 
1.73 per cent. only. The ash content of the milk, as has been 
recorded already in dealing with the biochemical side of the work, 
displayed a tendency to be higher in the first type than in the 
second. The sugar percentage in both types was about the same. 
As will be shown later, the percentage of fat in the milk was 
found to depend upon a different set of factors altogether, these 
factors remaining constant for either type. 

The differentiation between these two types, as might be 
expected, is not absolute, and cases occurred which could not be 
placed definitely in either group, 

In all cases the appearance of the milk and the biochemical 
findings corresponded in the manner described above, but it was 
not invariable that the subjects were respectively multipara or 
primipara. In one case, that of C.B., a multipara, aged 28, in 
hospital for her second confinement, the milk on the first day 
after delivery showed the physical appearances described for primi- 
pare, with a protein content of 7.06 per cent. and an ash of .4 per 
cent. Both percentages, however, fell more rapidly than is usual 
with primipare, giving on the sixth day a protein content of 1.58 
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per cent. with a yield of 22 cc. of milk. Correspondingly, it does 
occasionally happen that a primipara if young and full-breasted 
and possessed of a vigorously sucking infant, will show a develop- 
ment approximating to the multiparous type. The caution in this 
case must be admitted that with the unmarried mother, information 
regarding these points cannot be altogether relied upon. 

From this evidence it is suggested that if milk samples be 
collected from different women on the same date of the puerperium 
they will have no necessary relation in composition to one another. 
This fact accounts for the remarkable variations found in the bio- 
chemical milk estimations of many observers. The method of 
averaging single samples from different women taken at the same 
date after parturition, is that which has been almost universally 
employed. But as the composition of these samples will vary 
widely according to the type of woman chosen this method cannot 
be asked to give relevant results. 

In the second place, the actual amount ingested by the infant 
in the early days of lactation becomes of less importance. Because 
of the difference in composition of the fluids secreted, the higher 
food-values of the one type of milk compensates for the larger 
available quantity of the other, and a satisfactory gain by the 
infant can be made on either. 

Thirdly, owing to the high food-value of such milk as appears 
in cases of slow development, delay in appearance of mature milk 
does not necessarily imply failure in ability to feed. 

A further point of interest between these two groups is to be 
found in the appearance of the early milk of primiparz. If, during 
the early days of lactation, the nipple of a primipara be carefully in- 
spected while the areola be compressed, different types of fluid will 
be observed on the surface of the nipple emerging from the different 
ducts. It has been possible to distinguish four of these kinds. 
A clear, glairy fluid of very high viscosity, a non-viscid fluid, 
brown in colour, a thick cheesy-like substance and a thin, limpid, 
clear fluid resembling a watery solution, All these will be seen 
flowing from different ducts in the nipple at the same time, and 
joining in a streaky manner on the edge of the collecting-glass, 
down which they stream to mix at the bottom, In the multiparous 
type this does not occur, and the milk presents a homogeneous 
appearance from the beginning. It is possible that it is due to a 
lack of distinction between these two types of secretion that the 
divergences in the descriptions of colostrum have arisen. 

COLOSTRUM. 

\ny study of the early days of lactation must inevitably con- 

sider the question of colostrum, and review the evidence gained as 
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to possible enlargement of our understanding of the nature of colo- 
strum, of what the usual duration of this stage of milk production 
can be expected to be, and upon what factors its date of termination 
depends. 

Different writers have estimated the colostrum stage of lacta- 
tion as lasting for periods|varying from three to fourteen days. 
Adriance* takes it as of two weeks’ duration, and his view is 
supported by Schlossmann.°* This difference of opinion arises partly 
from the ambiguity of the term and the difficulty of finding a 
serviceable criterion for distinguishing colostrum from milk, also, 
it is suggested, partly from confusion between the two types of 
lactation development. The crucial difficulty in any estimation of 
the length of time occupied by colostral secretion is that of the 
criterion to be chosen. 

By some observers the presence or absence of colostrum corpus- 
cles in the milk is taken as the guide. In the cases examined this 
was found to vary greatly within wide time limits, and to bear no 
definite relationship to the other characters of the milk. If instead 
the biochemical constitution be taken as criterion, and all fluids 
not giving the approximate seven per cent. of sugar, 3.5 per cent. of 
fat and 1.3 per cent. of protein of normal human milk, be con- 
sidered to be colostrum, the duration will vary according to the type 
of lactation development. That is to say the colostral period may 
last from two to eleven days, as shown in the curves in a previous 
communication. If the physical appearances and the quantity of 
fluid secreted, be chosen instead, the same variation between the 
two types will appear. There is, it would appear, no consistent 
criterion as yet devised that can be used for all cases to distinguish 
colostrum from milk. It is therefore difficult to make any dog- 
matic statement regarding its duration. Since however, by 
definition colostrum is the preliminary secretion of the gland 
before the mature milk appears, it would seem reasonable to expect 
that the relative rapidity and thoroughness of removal of this early 
secretion would be correlated with the time of appearance of mature 
milk. In practice this is found to be the case. In multipare, 
that is to say in women whose breasts have already been active, 
the colostrum stage is usually short and may in rare cases only 
last for a number of hours. This occurs particularly in’ those 
women whose breasts have been secreting during the later months 
of pregnancy. For its final date of determination it will depend 
upon the vigour of sucking exhibited by the infant, With a vigorous 
infant and a mother of this type, the colostrum period as a rule will 
last one or two days, as in the case of FF, J. WW, on the other hand, 
the mother is a primipara from whose breasts no secretion what- 
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ever has appeared during pregnancy and if, moreover, the infant 
be either slightly premature or a very feeble sucker, the colostrum 
period (considered according to the physical appearance and bio- 
chemical content of the milk) may extend to thirteen days. This 
was clearly shown in the case of McG. (Biochemical Journal, 
1927, XXi, I.) 

3. Relation of the Time in the Feeding at which the Sample is 
taken to the Composition of the Milk resutting. At which 
the possibility of an association between the time in the 
feed the sample is taken and the manner of extraction of 
the milk with the composition of the resulting sample is suggested 
by the experience both of dairy farmers and clinicians. It has 
long been known that the fat content of the milk rises at the end 
of suckling both in the case of cows and of women. It has also 
been suggested by Denis and Talbot® (1919) Hunnaeus’ (1909) and 
Schabad® (igi1) that the sugar and the calcium content respec- 
tively of the milk vary according to the time in the feed when the 
milk for examination is taken. To elucidate this point the compa- 
rative proportions of the different constituents of milk at the 
beginning, at the middle and at the end of a feed were considered. 
Samples were taken before and after the infant had fed from the 
same breast, in some cases and in other cases for comparison, the 
whole available supply at one feed was taken from one breast, while 
the infant was fed from the other. This milk was collected into 
three glasses seriatim, and a full chemical analysis was carried out 
on each part. When the results obtained were grouped together and 
studied, the following points emerged :— 

The lactose content, in agreement with the results of Denis 
and Talbot, appeared to be higher at the beginning than at the 
end of a feed. 

The protem content of the milk, on the other hand, appeared 
to rise slightly at the end of a feed. This difference was greater 
when the samples were taken in relation to an actual feed, than 
when only the first and last portions of an artificially emptied 
breast were considered. The differences in percentages found in 
either constituent are probably not of clinical significance. In the 
case of the sugar content the variation was the difference between 
.2 per cent. and .8 per cent- and in that of the protein between .05 
per cent. and .6 per cent. 

The calcium and the ash percentage did not differ between 
the beginning and end of the feed. 

The fat content, however, was found to be profoundly affected 
by this and by the next factor to be considered and the key 
to its variations lies in a combination of the two factors, 
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4. The relation of the manner of extraction of the sample upon 
the resulting composition of the milk obtained. It is obviously 
impossible to obtain for analysis at any time an exact sample of 
the milk that would have been actually ingested by an infant. No 
procedure has yet been devised which accurately reproduces the 
sucking action of the infant. But by varying the method of 
extraction, a series of samples was obtained which can be con- 
sidered as approximating to that probably obtained by the infant: 

As has already been described, milk was taken both with a 
breast pump and by digital expression. <A difference was made 
and noted between a vigorous and gentle use of either method. 
The biochemical results obtained were grouped in such a way that 
the effect of all four degrees, i. e., very gentle use of pump (e. g., 
suction only) firm use of pump, gentle expression (e. g. pressure 
only) and vigorous expression could be compared, and associated 
with the effect of the beginning or end of the feed. All constituents 
considered were examined in this way, but the most definite results 
were found in regard to the fat. Although it has long been agreed 
in clinical practice that the fat content of the milk is higher at 
the end of a feed than at the beginning, the figures of investi- 
gators have not always shown this rise. Indeed, it has been the 
common impression of most milk investigators that no rule could 
be laid down which would entirely govern the percentage of fat in 
milk. It has, in addition, been assumed clinically that the milk 
obtained in similar circumstances by different infants from the 
same mother would be identical in composition. 

In order to investigate this point a series of samples of milk 
was taken, first before the feed by use of a pump and by digital 
expression after the infant had fed. The procedure was then 
reversed, digital expression being used for the sample before the 
feed, and the breast pump for that obtained after. To compare 
with these, a second series of samples was then obtained from the 
first and last parts of the whole available content of a single breast 
of the same individual, in the same manner. In all cases the quan- 
tity of the fluid obtained was noted. These two groups of figures 
were tabulated in series and studied. The resulting Tables, an 
example of which is given below, showed that the high percentages 
of fat in the milk occurred in the relatively small amounts of fluid, 
while the low percentages of fat in the milk were found in the 
large amounts of fluid. Further, the higher percentages occurred 
in samples obtained with maximum pressure (e. g., vigorous digital 
expression) and the lower percentages in samples extracted with 
minimal pressure (e. 2. gentle use of a pump.). On consideration, 
this would appear a reasonable result since fat in milk is present 
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in the form of an emulsion. All fats tend to emulsify more suc- 
cessfully under greater pressure, and percentage emulsification of 
any fat is increased as the proportion of suspensory fluid decreases. 
To illustrate this point, the fat percentages of H. P. are given 
herewith. 


TABLE I. 
CASE H.P. Percentage of Fat in milk in relation to feed. 





3efore Feed. After Feed, 
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Pressure Pressure 
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6.30 
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2-70 7.16 





Digital Expres- Iixtraction by 


sion Maximal Pump Minimal 
PROCEDURE | Pressure Pressure 





+0.16 
+ 0.56 








In another case it was possible to obliterate the usual difference and 
to obtain a minus figure. 

It would appear therefore that the percentage of fat in milk 
depends upon two factors, the one directly and the other inversely. 
It will depend inversely upon the amount of fluid available in the 
breast at the time the sample is taken, and directly upon the degree 
of pressure put upon the breast in the process of extraction, The 
final percentage will depend upon the balance of these two factors. 
These results are paralleled by the experience of dairy farmers, 
who find that an excess supply of fluid to the cows diminishes the 
fat content of the milk, and that variation in efficiency of milking 
results in different percentages of fat from the same cow under 
otherwise identical conditions. 

Clinically, these facts suggest certain conclusions. The impor- 
tance of the fat element in milk in relation to the nutritional dis- 
turbances of childhood, has long been appreciated. Attempts are 
very generally made to arrive at some estimate of the fat content 
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of the milk of unsatisfactory cases. If the above deductions be 
true, this is not a factor which has any existence apart from the 
individual infant obtaining the milk. That is to say, unless the 
action of the infant to be watched and note taken of the vigour of 
its sucking, it is unlikely that a sample obtained artificially for 
examination as to the fat content, will resemble at all in this 
particular, the milk ingested by it. In other words, it is the 
degree of pressure of the jaws of the infant upon the areola and 
nipple, as well as the length of the feed, which determines the 
amount of fat obtained in the milk. 


Points in management suggested by these results :— 

The advisability, if fat dyspepsia is suspected, of putting the 
infant, as a routine, to both breasts rather than one. In this 
way the fore milk of both breasts, which is poor in fat, is obtained, 
and only little of the rich after milk. 

The advisability, if the fat still remains too high, of giving 
water immediately before the feed, as a dilution of the fat content. 

The possibility with an infant of feeble jaw action of starting 
the flow of milk with the fingers or pump before putting the child 
to the breast. By this means the available energy in the infant 
can be conserved to obtain the highest fat content possible. In 
some cases it may even be wise to draw off and discard the fore milk 
from either breast so as to give the infant the chance of obtaining 
the later and richer part only of the milk from both breasts. 

The importance of diagnosis in all cases of digestive disturbance 
in breast-fed infants and of observing the type of action of the infant 
in sucking. 
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*These samples were taken at the same feed from right and left breasts respectively. 
Thev show the appearance of homogeneous milk later in the one breast than in the 


other. 


It will be noted that by the next day the usual rise occurs, 





126 Journal of Obstetrics and Gynzcology 


As a corollary to these general observations, a curious fact 
was observed during the first days after parturition. Here, until 
the fluid became homogeneous, the fat content at the beginning of 
a feed was higher than that at the end. This is of physiological 
rather than of clinical interest, and would appear to be caused by 
the initial breakdown of the cells lining the ducts and potential 
ducts of the glands. Table II illustrates this point. 

The Influence upon the Composition of the Milk of Morbid 
States of the Breast. The range of experiences of this nature 
embraced by the work was small, since it was in the main an endea- 
vour to study the development of normal lactation. But in one 
or two instances in the cases under observation the breasts at one 
time or another showed mild morbid states. In connexion with 
this point the composition of the milk taken simultaneously from 
either breast was considered. So long as the condition of the 
breasts was normal the variations in composition between the milk 
from either breast were slight. When, however, any morbid con- 
dition appeared in either breast, a disturbance was observed in the 
sugar values. Table III gives the comparative sugar values of 
either breast in a number of different women. Numbers 1-8 are 
in cases in which the breasts were normal, and 9-13 in which some 
disturbance was evident. It will be noted that from 1-8 the 
variation shown ranges from .o2 per cent. to .og per cent. with an 
average of .046 per cent. whereas from 9-13 the differences shown 
range from .1g per cent. to .46 per cent. with an average of 
.286 per cent. 

TABLE III, 
SUGAR: COMPARISON BETWEEN BREASTS. 
RIGHT 
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In this table ‘* Bef. and Aft.’’ means that equal volumes of 
milk were taken before and after feed, mixed and analysed. ‘‘ 1 and 
3’ means that equal volumes of the first and last milk without the 
baby feeding were mixed and analysed. The sugar percentage is 
given in gram per 100 cc. milk. 

In connexion with this point the case of F. J. is of interest. 
Although cited as an example of normality in the physical appear- 
ances and development of her milk, she gave a very peculiar curve 
in the development of her sugar values. 


TABLE IV. 
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After the seventh day the sugar percentage became normal. On 
the fifth day lactose, identified by a lactosazone, was identified in 
the urine, but unfortunately no further specimens were obtained. 
There was here no clinical disturbance in infant or mother, 
Reference to curve in the Biochemical Journal will show one 
individual, H. H1., whose curve for sugar from the second day to 
the fourth day showed an inversion of the usual order. In all 
other cases, both of our own and of the series of other observers, 
the course of development of the sugar value in milk is a steady rise 
from a value lying between five per cent. and six per cent. on the 
second day to between 6.8 per cent. and seven per cent. between the 
tenth and fourteenth days. But with Hl. H. the initial value of 
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5.25 per cent. on the second day was not maintained, but showed 
a steep decline to 3.67 per cent, on the fourth day. This patient 
had been admitted to the Venereal Disease Ward for gonorrhva, 
and the investigation had to be discontinued owing to the develop- 
ment of acute mastitis in the mother, and in the child of opathaimia 
neonatorum, 

it would appear therefore that disturbances in the normal 
function of the breast are reflected by an alteration in the sugar 
content of the milk, but we have no evidence at present to suggest 
that any other constituents in the milk are affected. 

In all reports of work upon lactation the use of the phrase ‘‘ to 
empty the breast ’’ is customary, but in practice this is illusory. 
As a result of many experiments it has become a matter of con- 
siderable doubt in the minds of the authors if this can ever be 
accomplished. The regulation of milk supply in the breast is 
under the control of factors as yet only partially understood. Cases 
in this series have been observed in which, in spite of obvious en- 
gorgement of the breasts, it has been impossible by any procedure 
to obtain more than a very small quantity of milk, cases in which 
the infant is able to obtain one or two ounces of fluid after all 
attempts at digital expression or pump extraction had reported an 
‘“‘empty’’ breast, and very occasional examples of the reverse occur- 
rence. This experience will be borne out by all workers in this 
field. It is paralleled by the phenomenon known to every farmer 
of the difference in yield obtained from the same cow by different 
milkers, and by the occasional apparent refusal of the cow to ‘‘ give 
down ”’ her milk to any, though the udders may be full. 

Formerly in the Obstetrical Unit of the Royal Free Hospital 
Czesarean section, when necessary, was performed in the majority 
of cases prior to the onset of labour. For several days following the 
operation supplementary feeds had to be given to the infant owing 
to the scarcity of milk in the breasts. During the last two years it 
has been the practice of Professor McIlroy to operate e after labour 
has begun, and it is now found that lactation becomes established 
-arlier than formerly. This suggests that labour in itself is a pre- 
paration for lactation. Further investigations are being continued 
on this point. 


SUMMARY. 
1. Our knowledge of the phenomena of early lactation is very 
scanty, and the need for further special study of it is imperative. 
The development of lactation in different women varies 
considerably both in the rate of appearance of the fluid and the 
composition of the milk secreted, 
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3. Two main types of development can be distinguished. In 
the first, the breast shows a tendency to activity during the later 
weeks of pregnancy, the milk comes in early, is not viscid, rarely 
deeper in colour than primrose, homogeneous, early obtainable in 
definite amounts, the protein content is low and probably the 
ash also. The calcium content remains unchanged. In the 
second, the breast is inactive during pregnancy, does not produce 
an appreciable secretion till after the first twenty-four hours after 
delivery, is viscid, variable in colour, not homogeneous and 
obtainable in very small quantities. The protein and ash contents 
are high. The line between these two types is not absolute, and 
cases were found of multiparze and of primipare the development 
of which approximated rather more to the other group than their 
own. 

4. The duration of the colostrum depends upon a balance of 
factors between mother and infant, i.e-, upon the type of develop- 
ment present and upon the vigour of sucking of the infant. 

4. Small quantities of early milk have a food value approxi- 
mating to larger quantities of mature milk, 

6. The percentages of sugar and protein vary slightly at the 
beginning and end of a feed, but the differences are without 
clinical significance. 

7. The time in the feed when the sample is taken and the 
method of extraction of the milk do not affect the percentage of 
calcium and ash in the milk resulting. 

8. The percentage of fat in milk is dependent inversely upon 
the amount of fluid present in the breast at the time of extraction, 
and directly upon the amount of pressure exerted upon the areola. 

9g. Morbid states of the breast appear to be correlated with 
disturbances in the sugar content of the milk. Cases can, how- 
ever, occur with profound modification of the sugar content, 
without any corresponding morbid state in the mother or in the 
infant. 

Our thanks are due to Professor Winifred Cullis for help and 
advice during the investigation. 
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A Case of Empyema in a Child Three Days Old. 
Giapys H. Dopps, M.D., Ch.B. (Edin.), D.P.H. 


Assistant in the Obstetrical Unit, University College Hospital 
Medical School, London. 


WITHIN recent years a considerable amount of attention has been 
directed to the cause of death in the new-born. F. J. Browne,' 
Thaysen,? and Meyer and Johnson,? have drawn attention to 
the not infrequent occurrence of respiratory disease, particularly 
pneumonia, during this age period. <A diligent search of the 
literature has revealed few recorded cases of empyema. F. J. 
yrowne* records one case in a child who died on the third day 
after delivery. Labour had been induced by packing the lower 
uterine segment, the membranes being iruptured in so doing. 
Delivery took place several hours later and at birth the infant was 
cyanotic and the respirations were rapid. At the post-mortem 
examination bilateral empyema and_ septic endocarditis was 
found. The bacillus coli was isolated from the pus. Johnson and 
Meyer® record a few cases with abscess of the lungs and several 
cases of ‘‘pleuritis,’’ but no case with empyema. G. F. Still® says : 
‘‘empyema is specially frequent in the first three years of life. It 
occurs very early in infancy. I have seen it at eight weeks with 
staphylococcus pyaemia and at nine and a half weeks with 
pneumococcal meningitis.’’ And further that ‘when pleural effus- 
ion occurs with pneumonia in a child it is practically invariably 
purulent.” Burnett? says: ‘‘pleurisy is not by any means a 
common condition in the newborn. One of the commonest causes 
is pneumonia. It may, however, be met with in cases of sepsis of 
the newborn. Should effusion occur in these circumstances it is 
usually ‘purulent.’ ”’ 

The rarity of empyema as a factor in the causation of death in 
the new-born seems sufficient justification for recording the follow- 
ing case. 


‘lother’s History: The mother, a primipara, aged 29 years, 


had a normal pregnancy and had been under supervision at the 
Antenatal Clinic during the last three months of her pregnancy. 
She was admitted to the Obstetric [lospital, University College 
Hospital, on September 4th, 1927. The history of the labour was 
as follows: Labour pains commenced during the afternoon of 
September 3rd; membranes ruptured at 12-30 a.m, September 4th; 
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she was admitted to Hospital at 1.45 a.m., when examination 
revealed the position of the child to be right occipito anterior ; the 
head was well engaged and the cervix was fully dilated. The child 
was delivered spontaneously at 6.30 p-m., in a cyanosed condition, 
the umbilical cord being twisted four times round its neck. The 
blood from the mother and umbilical cord showed a negative Was- 
sermann reaction. 


Infant’s History: 1st day. The sister of the ward noted that 
the child was pale and jaundiced. It did not cry properly and 
would not take the breast. 2nd day. The child would not take 
the breast and seemed unusually drowsy all day. There was no 
cyanosis nor flushing of the face. The morning temperature taken 
in the rectum was 98.5°F. There was no vomiting, diarrhoea, 
increased respiratory rate or depression of the anterior fontanelle, 
neither were there any convulsions. 3rd day. ‘lhe child was 
obviously ill. There was marked’ pallor, the lips were ashen grey 
in colour and the jaundice had increased. The temperature was 
between 100° and 1o1.2°F.; the respiration rate varied between 42 
and 30 per minute, all the extra-ordinary muscles of respiration 
were in use and there was a characteristic expiratory grunt. The 
anterior fontanelle was depressed, but the head was not retracted. 
On physical examination although no signs of pneumonia were 
detected, a provisional, diagnosis of this disease was made. The 
child died at 9 p.m., September 7th, the age at death being 

7 hours. 


Post-mortem examination: A slightly premature (8} months) 
poorly developed child weighing 2,600 grammes and measuring 
in length 47.5 c.m..- 

Thorax. The thymus was pale in colour and was not enlarged. 
On opening the pleural cavity a large amount of greenish yellow 
pus was found. This fluid covered the greater part of the surface 
of the lungs but was most marked over the lower lobes and in the 
right pleural cavity posteriorly. Both lungs were fully expanded 
and showed extensive pneumonia; they were intensely congested, 
solid, of rubber-like consistence and sank in water. The apices 
of both lungs were crepitant. Cultures taken from the pleural 
cavity gave a mixed growth of staphylococci and pneumococci. 
The pneumococcus was identified by Gram’s and by Hiss’s capsule 
stain. Microscopically, the lungs were in the stage of early grey 
hepatisation. 

Heart. The outer layer of the pericardium was covered in 
its lower part on the left side by exudate and flakes of lymph, while 
the inner serous layer of the pericardium appeared normal. There 
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was a small amount of free serous fluid in the pericardial cavity. 
The heart-muscle showed the usual toxic changes—was pale in 
colour and looked ‘fatty.’’ No valvular lesion, such as endocarditis, 
was found. 

Abdomen. There was no free fluid in the coelom and there was 
no evidence of infection around the umbilical cord. The liver and 
spleen were normal in size, were paler in colour than usual and of 
softer consistence than normal. The other organs were normal. 

Brain. There was some congestion of the blood vessels, parti- 
cularly around the base of the brain. There was no loss of gloss of 
the meninges and no exudate of purulent fluid. Both middle ears 
and Eustachian tubes were examined with negative results. 

Commentary. The case presents two points of interest : the dura- 
tion of the infection and the difficulty in diagnosis. Was the 
infection an intra-natal one? The factors in favour of this are 
(1) Labour lasted for about r2—18 hours. Harris and Brown® have 
recently shown that bacteria can always be demonstrated in the 
lower uterine segment six hours after the onset of labour. (2) 
The membranes were ruptured for six hours before the delivery of 
the child. KF. J. Browne® has stressed the relationship between 
prolonged rupture of the membranes and intra-natal infection of 
the new-born. He says: ‘‘‘the infecting organism probably makes 
its way from the vagina into the ruptured amniotic sac and thence 
by aspiration or continuous surface growth to the mouth, nose and 
lungs of the foetus.’’? There was one vaginal examination. It is 
generally agreed that vaginal examinations increase the liability to 
organismal invasion of the uterus, 

One factor in favour of post-natal infection is the duration of 
life of the infant. Infants, especially when premature, show little 
resistance to infection and generally succumb rapidly to it. 

The second point of interest was the difficulty in diagnosis. 
The child was ill from birth but during the first two days of life 
the symptoms were indefinite. On the third day pneumonia was 
tentatively diagnosed from the movement of the alae nasi, the 
colour of the lips, the expiratory grunt and the increased respira- 
tory rate. Previous experience of pneumonia in the newborn had 
led us not to expect physical signs on examination of the chest. 
The two puzzling features in the diagnosis were the comparatively 
slow respiration rate, 40 instead of 80, and the slightly raised (100° 
to 101°F.) temperature in place of the high temperature 102° 
104°, usually found in cases of pneumonia. 

I am indebted to Professor F. |. Browne, Director of the Obstet- 
rical Unit, University College Hospital, for permission to publish 
this case. 
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A Further Case where Endometrial Tissue 
was Accidentally Implanted. 


By Vicror Bonney, M.S., F.R.C.S., Surgeon to Out-patients 
Middlesex Hospital, and H. S. Davipson, M.B., Ch.B. 
(Edin-), F.R.C.S.E., Surgeon, Hospital for Women, 
Edinburgh. 


In the Journal of Obstetrics and Gynecology, Vol. 33, No. 4, 
Winter 1926, one of us (V. Bb.) published a case in which endo- 
metrial tissue was accidentally implanted in the course of hysterec- 
tomy, with the result that an endometrioma developed in the scar. 

A second case of the same kind can now be recorded. Miss M. 
was operated on by one of us (V. 5.) in February 1925. The 
operation performed was myomectomy, twelve fibroids being 
removed through an anterior incision in the uterus. The cavity of 
the uterus was opened as three of the fibroids were submucous, 
and the endometrium being found very thickened, was curetted 
away with the blunt end of a scalpel. The uterus was then 
suspended by shortening the round ligaments; it was not fixed to 
the abdominal wall. The patient made an excellent recovery, and for 
two years was perfectly well. Her periods, which previous to the 
operation, had been very excessive and painful, now only lasted 
three days, with very little pain. 

After operation, the patient noticed on the left extremity of the 
transverse supra-pubic scar on the abdomen, a small nodule which 
gradually increased in size, and became painful. The pain was 
definitely worse just before and at the time of each period, and 
on one occasion there was slight exudation of blood from it. 

She consulted the other of us (H.D.), who ascertained the 
exact nature of the operation she had undergone, with the result 
that a diagnosis of possible endometrioma was made, and the 
nodule, which was the size of a bean and adherent to the 
deep fascia, was excised. On microscopical examination it 
is found to consist of a fibrous matrix in which are embedded 
spaces lined by columnar epithelium, the interior of some of which 
contain broken-up blood. The tissue surrounding these spaces 
varies in character, being densely fibrous round some, but 
markedly cellular round others; the general appearance of the 
latter corresponding closely to what is found in certain endo- 
metriomata, and our opinion, and that of Dr. Fahmy who examined 
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the section in the first instance, is that the tumour was of that 
nature, and was probably caused by accidental implantation of a 
fragment of endometrial tissue during the operation, 

Apart from the light that such a sequence of events throws on 
the origin of endometriomata in general, this and the case pre- 
viously reported demonstrate how very important it is for a 
surgeon entirely to cover the edges of the abdominal wound with 
cloths or sheet rubber in all cases in which he opens the cavity of 
the uterus, and most particularly if he intends to curette it through 
that opening. 





BOOK REVIEWS. 


Reports on Public Health and Medical Subjects, No. go. ‘Cancer of 
the Uterus.” By Janet TE. LANE-CLAypon, M.D., D.Sc. Ministry 
of Health, London. Published by H.M. Stationery Office, 1927, 
3s. 6d. net. 

THis Ministry of Health’s report by Dr. Janet Lane-Claypon is an 

exhaustive statistical review of the literature dealing with the results 

of the treatment of cancer of the uterus by hysterectomy and radium. 

Some idea of the enormous amount of work this report has entailed 
may be gathered from the fact that no less than 848 references are 
appended to the report. The information obtained from these publi- 
cations covers about 80,000 cases. 

As might be expected, the greater part of the report is devoted to 
cancer of the cervix. This disease is considered under four main head- 
ings: (1) the results of treatment; (2) the results in relation to the 
stage of the disease when treated; (3) the age, civil state, fertility, and 
symptoms; and (4) the pathology of the disease. 

In the main part of the report the mass results are discussed, there are 
in addition 24 appendices in which the results of individual authors are 
given up to March 1926. 

Ot those patients who applied for treatment, approximately 51 per cent. 
were considered to be inoperable. In the remaining 49 per cent. abdominal 
hysterectomy showed an operative mortality of 17.3 per cent. and of those 
that survived 37.6 per cent. were alive and well after five years. In the 
saime class of case, radium has a slightly lower five year survival rate. 
This works out 35.8 per cent. Radium, however, can be used in inoper 
able cases, and the published results of this treatment in such cases show 
a five year survival rate of 12 per cent. 

From these figures it appears that if all cases are included, operable 
and inoperable, radium saves 22 per cent. for five years at least, while an 
operation saves 18.3 per cent. 

From her statistics, Dr. Lane-Claypon deduces that younger women 
seek advice more readily than older women, that the disease occurs most 
commonly between 4o and 4g, and that the prognosis and operability rate 
is no worse in younger than in older women. 

The statistics dealing with the association of pregnancy and cancer 
of the cervix show that the radical operation during pregnancy gives as 
satisfactory results as in the non-pregnant state. During the puerperium, 
however, the operative mortality appears to be over 60 per cent, 

The statistics show, as is generally recognized, that cancer of the 


cervix is rare in nulliparse, but its incidence seems to bear no relation to 


the number of pregnancies in a parous woman, ‘The average duration of 
symptoms is reported to be between six and nine months. 

Cancer of the body of the uterus is found in unmarried and _ sterile 
women relatively more often than cancer of the cervix. ‘The operability 
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rate is about 80 per cent. and 60 per cent. are alive and well after five 
years. Surgery in this form of the disease gives better results tha. 
radium. 

In comparing the records of many workers in many countries, the 
author has had a most difficult task. As far as it is humanly possible, 
Dr. Lane-Claypon has presented a report which gives an accurate state- 
ment of the position as it stands to-day. Mistakes in the interpretation of 
papers and in the classification of results are bound to be present, some 
of which have been pointed out in another journal by the authors con- 
cerned. The list of references will be of the greatest help to those working 
on the subject. 

A .L. WALKER. 


Reports on Public Health and Medical Subjects No. 47. 

“A Report on the Treatment of Cancer of the Uterus at the Samaritan 
Free Hospital.’”? By JANEr E. LANE-CLAYPON, M.D., D.Sc., and W. 
Mck. H. McCuacu, D.S.O., M.C., F.R.C.S., Ministry of Health, 
London. Published by H.M. Stationery Office, 1927, gd. net. 

This report gives detailed statistics of all the cases of carcinoma of the 
uterus operated upon in the Samaritan Hospital during the years 1901-1920 
and is in the nature of a supplement to the large report upon the same 
subject by Dr. Lane-Claypon No. 40. 

The idea of taking a large consecutive series of these cases, treated in 
the one institution by the whole staff is excellent and should give an 
authoritative standard of what can be achieved in British Gynecology. If 
this report fails it is due entirely to the poor results of the “follow up” 
which the authors have attempted to minimise by seeking the help of 
the Registrar-General and they assume that all patients are alive 
who cannot be traced by the hospital and whose names cannot be found 
by the Registrar-General, though they quite fairly point out there may be 
some discrepancy due to patients having married again and so changed 
their names, through deaths abroad and through confusion between several 
woinen of the same name. 

If this method of investigation applied only to a small number of cases 
the figures might be accepted, but the element of guessing is too great 
when we find in Table 8 on ‘‘The results of abdominal hysterectomy at 
five and ten years after operation’’ that of 105 patients assumed to be alive, 
only 40 have been seen in the out-patient department and 65 are assuined 
to be alive because they cannot be traced by the Registrar General. 

The figures have been carefully analysed and, where they are definite, 
vive much valuable information upon civil state, age incidence, results at 
difierent ages, effect of parturition, operability, comparative results c: 
vaginal and abdominal operations etc., but the element of doubt is too 
great in many tables to allow of these being accepted as authoritative. 

The three sections which have the most practical bearing upon the 
subject, and which are most likely to be referred to in the future are those 
on operability, operation mortality and results after five or 10 years, and the 
results in these sections, summarized again at the end of the report for 
easy reference, are so good that we only regret we cannot unreservedly 
accept them. 
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The operability in this series for carcinoma of the cervix is given as 
52.8 per cent., but this figure is attained by the study only of cases admitted 
to the wards and no account is taken of patients who are diagnosed in the 
out-patient department as suffering from inoperable carcinoma of the cervix. 
The percentage of operability is one which varies very greatly with dif- 
ferent operators and even the same operator at different periods, being 
necessarily lower for the surgeon who sees many out-patients than for the 
senior man in charge of wards, and we do not place much emphasis upon 
it, but if the percentage is given either by an individual or an institution 
all cases seen by that individual or institution must be included and not 
merely those picked for admission to the wards. If this method of esti- 
mating operability is accepted we fancy many operators will show au 
operability rate of go per cent. or more. 

The “operation mortality” of 8.6 per cent. is excellent, much better 
than many so far published in this country, and reflects the very greatest 
credit upon the surgical and nursing staff of the hospital. But it is 
curious that the mortality for this very severe operation is so much lower 
than that for the much less severe operation required for carcinoma of 
the body by the same operators, 11.9 per cent. 

The most important figures and the ones by which the operation must 
stand or fall are the results five and 10 years after the operation. The figures 
given in the sumiary are 43.8 per cent. alive after five years and 36.6 per 
cent. alive after 10 years. The figures are excellent, the best so far pub- 
lished in this country, and we only wish we could universally accept them, 
but the number of survivors at the end of five years actually seen at the 
hospital (40) as compared with 65 assumed to be alive because they cannot 
be traced by the Registrar General as having died, leaves too much element 
of doubt. Moreover, cases not traced or dying of causes other than cancer 
are deducted, whereas in the statistics previously published in this country 
no allowance is made for these or for those who died of the operation and 
the survival percentage is calculated solely from the number of those who 
underwent the operation and the number who are definitey known to be 
alive at the end of five or 10 years. This may be somewhat hard upon the 
operator, but in considering the results obtained by any method of treat- 
ment it is better rather to under than over state the case, and if the same 
method is adopted by all it is equally fair and a comparison is easily made. 

In many ways this report is excellent and gives much valuable infor- 
mation, especially the results of operation in relation to age, which com- 
pletely contraverts the generally accepted impression that the younger the 
patient the less the likelihood of cure. If we have been somewhat critical 
of the results of operation it is entirely in the interest of future patients 
suffering from this disease. Various methods of treatment are upon trial 
and no figures about which there is the slightest doubt should be given or 
accepted as the results of any method of treatment. 

W. F. S. 


“The History of British Midwifery from 1650 to 1800.” By Herrert R. 
SPENCER, M.D., B.S. (Lond.), F.R.C.P. John Bale, Sons and Daniel- 

son, Ltd. Price 15s. pp. xxiv, 182, Illustrations 9. 
The volume comprises the Fitz-Patrick Lectures for 1927 delivered before 
the koyal College of Physicians of London. Dr. Spencer chose the subject 
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ot British Midwifery partly from the patriotic reason that it had been 
neglected by British writers, and partly because he was interested therein. 

Although exhaustive accounts of the Chamberlens, of Smellie and of 
the Hunters have been published, no detailed account of the work of the 
British Obstetricians of the period under review has appeared by a British 
author, and Dr. Spencer having set out to remedy this omission has suc- 
ceeded admirably. 

After a most interesting introduction dealing with “The Chamberlens 
and the Midwifery Forceps,’’ the works of a large number of authors on 
Midwifery including William Harvey, Thomas Denman, John Maubray, Sir 
Richard Manningham, William Giffard, Benjamin Pugh, Edmund Chap- 
man, Sir Fielding Ould, Brudenell Exton, William Smellie, John Harvie, 
William Hunter, John Burton, Robert Wallace Johnson, certain professors 
of Midwifery at Edinburgh, John Aitken, William Dease, John Leake, 
Charles White, William Perfect, William Osborn and William Lowder are 
reviewed. This chapter is succeeded by others dealing with ‘‘The Doctor 
and the Midwives,’’ ‘‘Puerperal Fever,” and a ‘‘Review of British Mid- 
wifery from 1650 to 1800” and there are two appendices containing respec- 
tively a further list of Midwifery Books, and a list of the British Lying-in 
Institutions and their Staffs. 

The lectures are most attractively written and must have entailed a vast 
amount of research among historical and topographical works as well as of 
the printed works and manuscript lectures of British Obstetricians. 

The volume includes illustrations of William Harvey, Sir Fielding Ould, 
William Smellie, William Hunter, John Teake, Charles White, William 
Perfect, William Osborn, and Thomas Denman. 

Dr. Herbert Spencer is to be congratulated in having published such an 
interesting, and indeed, to those concerned with the teaching of obstetrics, 
such a useful work. 


CB: 


‘Advice to the Expectant Mother on the Care of her Health.’”? By Professor 
F. T. BRowne, M.D., D.Sc., F.R.C.S.E. E, & S, Livingstone. Second 
edition, 1928. pp. 48. Price 6d. 

In the Second Edition this book has been thoroughly revised and new 
matter added on ‘‘baby clothing,” general care of the baby and of the pre- 
mature baby. Chapters on the benefits of antenatal care, normal pregnancy, 
hygiene of pregnancy, common disorders of pregnancy and their treatment, 
preparation for confinement, hints on breast feeding and care of the baby 
are included. As might be expected, this booklet contains some good advice, 
and is eminently suitable for the purposes for which it was written. 

C.B. 
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Review ot Current Literature. 


Director: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


* 
THis Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the “ Journal 
of Obstetrics and Gynzecology of the British Empire ”’ exchanges :— 
British.—The Lancet ; British Medical Journal. 


Canadian.—The Canadian Medical Association Journal; Bulletin Médical de 
Quebec. 


Australian.—Medical Journal of Australia. 
South African—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynecology ; The Journal of the 
American Medical Association ; Surgery, Gynecology and Obstetrics. 


French.—La_ Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et de Gynécologie de Paris 


Belgian.— Bruxelles-Médical. 
Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia. 


German.—Zeitschrift fiir Geburtshilfe und Gynakologie ; Archiv fiir Gynakologie ; 
Zentralblatt fiir Gynikologie; Monatsschrift fiir Geburtshilfe und Gynakologie ; 
Miinchener Medizinische Wochenschrift, 


Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 

LIST OF ABSTRACTORS. 
London: J. LYLE CAMERON, F.R.C.S., Dorotuy N. L. LEvErKus, M.D. 
R. C. LiGHtwoop, M.D., F. FE. Taytor, F.R.C.S. A, WALKER, 

F.R.C.S., JUSTINA WILSON, M.R.C.P. 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: A. GouGH, F.R.C.S. 

Rugby: Ropert A. HENDRY, F.R.C.S. 

Sheffield : W. W. K1nc, F.R.C.S. 

Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 


Lancet. 
October 1, 1927. 
Breast-feeding of triplets. G. Neely. (Correspondence). 
October 8, 1927. 


*The bionomics of animal reproduction in relation to tumours and cancers. 
J. Bland-Sutton. 


Treatment of post--partum hemorrhage. J. Sophian. 
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*Drainage of a pelvic abscess per rectum. H. Bailey. 
Homicidal strangulation of a foetus by the umbilical cord. S, Smith. 
October 15, 1927. 
*Spontaneous or forceps deliveries following previous Czesarean sections. 
M. Salmond. 
The lessons* of the Caesarean operation. (Annotation). 
*Drainage of a pelvic abscess. per rectum. F. Jeans. (Correspondence). 
November 12, 1927. 
*Treatment of post-partum hemorrhage. I. Placental. J. S. Fairbairn. 
*History of British Midwifery: The Fitz Patrick Lectures. H. Spencer. 
November 19, 1927. 
*Treatment of post-partum hemorrhage. II. From lacerations. J. S. 
Fairbairn. 
Re ovarian grafting in women, A. C. Magian. (Correspondence). 
November 26, 1927. 
"Induction of premature labour and its justification. G. W. R. Thomson. 
December 3, 1927. 
The abuse of forceps. (Correspondence). 
December 10, 1927. 
Induction of labour in pelvic deformity. E. M. Townend. 
December 17, 1927. 
The toxeemias of pregnancy. C. Watson. (Correspondence). 
December 24, 1927. 
Toxeemias of pregnancy. J. N. Cruickshank, J. Hewitt and K. I. Couper. 
(Correspondence). 
December 31, 1927. 
Radium treatment of cancer. (Leading article). 
*Radium treatment of cancer of the cervix. Helen Chambers. 


The bionomics of animal reproduction in relation to tumours and cancers. 

In this John B. Murphy oration, Sir John Bland-Sutton states that ‘In 
ovarian colloid cysts mucous membrane prevails. The accumulated stuff 
is pseudo-mucin furnished by the gastro-intestinal epithelium of the 
embryoma.’? He considers that Czesarean section is safer than normal 
delivery at term since surgeons adopted aseptic methods. 

Drainage of a pelvic abscess per rectum. 

The type of abscess referred to is seen more frequently in surgical than 
in gynzecological practice. Diarrhoea and the passage of mucus are of the 
greatest diagnostic importance. Risk of injury to the small intestine 
rightly caused this method to fall into disrepute. Bailey recommends 
laparotomy to exclude the presence of a loop of bowel in the pelvis. The 
abdomen is then closed and the abscess opened through the rectum. In a 
letter in the following number Jeans describes F. T. Paul’s criteria for 
rectal drainage : the presence of a hard board-like swelling above and in 
front of the rectum with a soft spot in the middle. 


Spontaneous or forceps deliveries following previous Cesarean sections. 
Six cases are quoted in detail. The author advocates trial labour in 
cases of disproportion and contracted pelvis. 
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Treatment of post-partum hemorrhage. I. Placental. 1, From lacerations. 


In two articles belonging to the ‘Modern Technique in Treatment” 
series Fairbairn explains in detail the methods of dealing with cases of 
post-partum hzemorrhage whether placental or traumatic in origin. The 
aiticles are particularly valuable for those engaged in conducting mid- 
wifery under unsatisfactory conditions. 


History of writish midwifery.: The Fitz-Patrick Lectures. 

After a most interesting survey of the history of British midwifery from 
1650 to 1800, Spencer points out that British Midwifery of this period was 
essentially conservative and every effort was made to avoid such operations 
as craniotomy, Czesarean section and craniotomy, with their dreadful mor- 
tality. Then as now the forceps were used often unnecessarily. 


Induction of premature labour and its justification. 

In a review of the cases ot induction of labour at St. Thomas’s Hospital 
from 1920-25, Thomson points out that in 146 cases the morbidity rate was 
approximately the same as the general morbidity rate for the department. 
The still-birth rate was three times as high as the average. No explanation 
is offered for this. The premature live children presented no difficulties 
in rearing, five out of 73 died. The principle adopted at St. Thomas’s 
Hospital is to produce a live infant by inducing when the head is just 
too large to enter the pelvis. In the light of this labour, the procedure in 
subsequent pregnancies may be modified. 


Radium treatment of camcer of the cervix. 

From the recent Ministry of Health report on Cancer of the Cervix it 
is learnt that the results of radium treatment and operation are very simi- 
lar, radium, however, has a mortality of less than one per cent., operation 
17 per cent. Moreover, radium can save 12 per cent. of inoperable cases. 
In this country radium has been neglected. The author stresses the fact 
that for success experience in radium therapy and wide gynecological 
experience are necessary. She acknowledges that radium cannot be 
used to treat the lymphatic glands. The method advocated is the 
Forssell-Heyman technique as used at Stockholm in which vaginal and 
uterine applications are used. Small doses of radium are useless and 
with the method advised 7,000 millegram-element-hours can be safely 
given. Stress is laid on the inadequate facilities available for the treat- 
ment of carcinoma of the cervix by radium. 

Arnold Walker. 


British Medical Journal. 


October 1, 1927. 
*Atresia of the vagina with menses retained to the age ot 26. A. Gough. 
*Inversion of the uterus. C. C. Elliott. 


October 8, 1927. 
Severe neo-natal haemorrhage arrested by calomel. R. I. Hutchinson. 
*Partial rupture of uterus in labour. A. Gooding. 
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October 15, 1927. 
*The failed forceps case and its treatment. D. Miller. 
October 29, 1927. 
Convulsion caused by pituitary extract after labour. R. D. Lawrence and 
M. P. Shackle. 
“Inversion of the uterus. J. G. Hayes. 
Congenital occlusion of small intestine. S. E. Croskery. 
Pyrexia during the puerperium. I. Jefferiss. (Correspondence). 


November 5, 1927. 
The use of quinine bihydrochloride in obstetrics. O. Steel. 
Therapeutic abortion. P. P. Dalton. (Correspondence). 


November 12, 1927. 
Fitz Patrick lectures on the history of British Midwifery. H. Spence: 
Pyrexia during the puerperium. B. F. Beatson. (Correspondenc?). 
Therapeutic abortion. B. Dunlop. (Correspondence). 


November 19, 1927. 

*Relation of sex offspring to time of coitus during cestrous cycle. F. A. E. 

Crew. : 

*Uterine fibroids after the menopause. W. F. Shaw. 

*Technique of the lower segment Caesarean operation. B. Solomons. 

Double tubal pregnancy: Early rupture. W. R. Dalzell. 
December 3, 1927. 

Pregnancy with mitral stenosis. L. B. Phillips. 


December Io, 1927. 
*Gynecological considerations in chronic appendicitis. V. Bonney. 
*The action and uses of ovarian extracts. W. E. Dixon. 
*The clinical features of ectopic pregnancy. D. Dougal. 


December 17, 1927. 
Treatment of cancer by radium. S. Forsdike. (Correspondence). 
Treatment of cancer by radium . G. E. Birkett. (Correspondence). 
Tuberculous lesions following injection of pituitary extract. M. Donaldson 
and C. S. Lane-Roberts. (Correspondence). 


December 24, 1927. 
Acute peritonitis combined with labour. J. Armitage. 
The abuse of Ceesarean section. R. E. Tottenham. (Correspondence). 
Susceptibility to infection during pregnancy. A. Tait. (Correspondence). 


December 31, 1927. 
*A method of draining the septic uterus. A. R. Hobbs. 
The protection of motherhood. (Leading Article). 
Treatment of cancer by radium. W. F. Shaw and M. Donaldson. 
(Correspondence). 
The etiology of ectopic pregnancy. T. C. Clare. (Correspondence). 


Atresia of the vagina in the menses retained to the age of 26. 

The patient, aged 26, had been married five years. The menstrual fluid 
was held back by a transverse septum four millimetres thick, 1} inches 
above the vaginal orifice. The vagina and uterus were distended with 
tarry fluid but the Fallopian tubes appeared to be normal. After three 
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normal menstrual periods following excision of the septum the patient 
became pregnant. 


Inversion of the uterus. 


Inversion occurred during expression of the placenta. There was a 
surprising absence of shock. Reduction was easy. 


Partial rupture of uterus in labour. 

Death occurred about 24 hours after apparently normal labour. Post- 
mortem partial rupture of the uterus was found two inches long which 
had given rise to intra-peritoneal and intra-ligamentary haemorrhage. 


The failed forceps case and its treatment. 

In 17.6 per cent. of emergencies admitted to the Edinburgh Royal 
Maternity Hospital forceps had been unsuccessfully applied. Dispro- 
portion between the head and the pelvis was the commonest cause of 
failure. In this connection the author draws attention to the treacherous 
nature of cases with deformity of the outlet only. The second commonest 
cause was occipito-posterior position of the head. This was usually 
unrecognised. In diagnosing occipito-posterior positions late in labour the 
author recommends depressing the frontal bone one on the other. The 
parietal bones and the occipital bones lock each: other during moulding 
but the frontals remain free. Other causes of failure were premature 
application of the forceps in normal cases, mento-posterior and brow pre- 
sentations and pelvic tumours. One third of these cases had not been seen 
by a doctor before labour and only three of the eight had been under ante- 
natal supervision at the hospital. This was out of 6,000 cases. 

In dealing with these cases the following information is required: (1) 
What is the nature of the obstruction? (2) Is the birth of a living child 
per vias naturales possible? (3) If so, is immediate intervention desirable ? 
(4) If impossible, is Caesarean section warranted ? 

If the child is dead or dying and delivery of a living child seems im- 
probable, the treatment is perforation with or without immediate extrac- 
tion. In cases of disproportion the points to be considered are (1) 
Measurements ; (2)’ Estimation of disproportion by Munro-Kerr’s method ; 
(3) Previous obstetric history ; (4) Has the patient had a real test of labour, 
i.e. will the head, normally presenting, come through by moulding? Inter- 
ference must not be premature: Nature’s power of dealing with dispro- 
portion must be remembered. 

In cases where there is marked disproportion, the author, while realising 
the increased danger, approves of Caesarean section provided that the child 
is alive, the degree of infection slight, and the degree of disproportion 
considerable. Craniotomy in cases of great disproportion is very difficult 
and has a relatively high mortality. There is little to be said in favour 
of internal version for cases of flat pelvis. 

The end results were appalling, the mortality was .19 per cent. and 


puerperal morbidity was 44 per cent. Few cases escaped without injury. 
Inversion of the uterus. 

The inversion occurred during expression of the placenta. Attempted 
immediate reduction was abandoned on account of shock. Reduction was 


easy ten days later. Recovery was satisfactory. 


J 





146 Journal of Obstetrics and Gynecology 


Relation of sex offspring to time of coitus during oestrus cycle. 


In experiments with rats, coitus during the first and last three hours 
of cestrus showed no difference in the sex ratio. 


Uterine fibroids after the menopause. 


Fletcher Shaw points out that most cases of uterine fibroids are seen 
between the ages of 45 and 50. In considering whether to advise operation 
or not two points must be remembered: (1) that fibroids delay the meno- 
pause, and (2) that degenerative changes may take place after the meno- 
pause. As a general rule a patient is probably well advised to get rid of 
her fibroids while she is well rather than risk operation when she is in 
a poor state between 60 and 70 years of age. This paper is based on 65 
cases, 62 were operated upon and three were too ill for operation. In the 
65 cases, six were complicated by malignant change—three sarcomata and 
three adenocarcinomata. Fletclier Shaw considers that in a large number 
of cases carcinomata would be commoner than sarcomata. The commonest 
symptom complained of was post-menopausal bleeding in 24 cases. Nine 
cases complained of acute pain due to degeneration. Some complained of 
chronic pain in most cases probably due to the tumour falling into the 
pelvis as its size decreased. Two cases of torsion of the uterus and two 
of torsion of the pedicle occurred in this series. Pressure symptoms which 
may be complained of are retention of urine, pressure on the rectum, bear- 
ing down, frequency of micturition and swollen legs. Nine cases noticed 
rapid increase of the size of the tumours. Infection following degeneration 
occurred in one case. Toxic absorption from degenerating fibroids is of 
importance and is relatively common. Ascites due to peritoneal irritation 
by a calcified fibroid is occasionally seen. Radium is not without its 
risks. The author considers that aii fibroids of moderate size should be 
removed whether symptoms are present or not. 


Technique of the lower segment Cesarean operation. 

Solomons strongly favours the lower segment operation and reports 18 
cases. As it has been proved that the bacterial content of the uterus 
increases the longer labour lasts, the low operation is less liable to cause 
general peritonitis. The fact that the scar is covered by peritoneum tends 
to diminish this risk. For the same reason it is advocated in cases of 
placenta praevia. The lower segment operation allows a trial labour. 
The uterine incision should be longitudinal or elliptical. The placenta 
should be delivered through the incision. The uterus is sutured by two 
continuous catgut sutures. The method of preparing catgut is given. The 
abdomen should be drained for 48 hours in suspicious cases, 


(iynecological considerations in chronic appendicitis. 

Bonney points out the close anatomical relation of the appendix and 
cecum to the right ovary, Fallopian tube and ovario-pelvic ligament. The 
differential diagnosis between chronic appendicitis and disease or dis- 
placement of the pelvic organs is often difficult and mistakes are often 
made. He shows that the appendix is removed more frequently in women 
than in inen for chronic appendicitis in the relation of 18-10. 

The gross morbid states of the right uterine appendage which simulate 
chronic appendicitis are chronic salpingitis and ovarian blood cysts. Cases 
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in which the Fallopian tube is closed or adherent do not cause pain. A short 
description of ovarian blood cysts is given and stress is laid on the fact that 
they are often accompanied by nodules in the anterior wall of Douglas’s 
pouch. In cases of intra-ovarian menstruation, the attacks of pain bear 
some relation to the menstrua! periods, there is no rise of temperature and 
signs of a bowel lesion such as foul breath, furred tongue, and nausea are 
absent. Drag on the ovario-pelvic ligament, commonly caused by retro- 
version of the uterus or prolapse is the most important condition to 
remember in suspected chronic appendicitis. In such cases prolapse of 
the ceecum tends to occur, Pain of this organ is is usually only present when 
the patient is up and about. Such cases should always be examined when 
standing. In all cases of alleged chronic appendicitis in women a mid-line 
incision should be made. 


The action and uses of ovarian extracts. 

A short account is given of recent work on the ovary, particularly in 
relation to animal grafting. Difficulties in the use of these extracts are 
firstly that the sex cycle in animals differs from that in man, and secondly 
that commercial products are made regardless of the stage in the cycle at 
which the ovaries were removed. Three substances may be obtained from 
the ovary : cestrin, corpus luteum hormone and the interstitial hormone. 
(éstrin produces cestrus in spayed animals. 
cessation of the influence of this hormone. 
inhibits menstruation. 


Menstruation is due to the 

Corpus luteum hormone 
It has a practical application in preventing abortion 
by its action of inhibiting the other ovarian secretions. The interstitial 
hormone has the effect of causing the posterior lobe of the pituitary gland 
to secrete. It is formed when the corpus luteum degenerates. In the 
discussion Addis described the effect of this substance in inducing labour 
and in dysmenorrhoea, In 50 cases treated, labour was induced in 46. This 
was characterised by a painless first stage. 


Yhe clinical features of ectopic pregnancy. 


In 100 cases reviewed all were cases of tubal pregnancy. Rupture 
occurred in 37 per cent., abortion in 52 per cent., and neither had occurred 
in 12 per cent. A mole was present in 80 per cent. Pelvic infection is the 
most important cause of this condition. 


tion are the most common agents, but tuberculosis and appendicitis must be 


Gonorrhceal and puerperal infec- 
remembered. Developmental abnormalities are of subsidiary importance. 
In an analysis of the cases there is slight evidence to support the view that 
ectopic pregnancy usually follows a period of sterility. The diagnosis is 
based on the symptom complex of amenorrhcea, irregular bleeding and 
abdominal pain. All three were present in 64 per cent. and pain was absent 
in ony three per cent. The explanation of the uterine blecding commonly 
accepted is that it is due to decidual separation. Sub-involution probably 
plays a part also as chorionic villi probably live even after the death of the 
foetus. In considering the diagnosis when the ovum remains in the Fallo- 
pian tube without haemorrhage, uterine abortion, inflammatory tubal 
swellings, appendicitis and small ovarian or broad ligament cysts must 
be remembered. Cases in which rupture occurs with diffuse abdominal 
bleeding are divided into the asthenic type in which reaction after the 
bleeding does not occur and the sthenic type in which reaction occurs. 
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Details of the diagnosis are given. The commonest type met with (60 per 
cent.) is the type in which rupture or abortion has occurred with repeated 
small hemorrhages. This must be diagnosed from pelvic appendicitis, pyo- 
salpinx and retroverted gravid uterus. The treatment in practically every 
case is surgical. Dougal disapproves of conservative operations on the 
diseased Fallopian tube. In cases with an infected pelvic haematocele 
opening the posterior fornix is the correct treatment. The prognosis in 
cases operated upon is excellent. There were no deaths. 46 per cent. of 
cases in which pregnancy was possible became normally pregnant later, 13 
per cent. had a subsequent ectopic pregnancy. 


A method of draining the septic uterus. 

Half the cases of puerperal sepsis have pent up pus 1n the uterus. 
Hobbs advocates the use of pure glycerine. A terminal eyed catheter is 
passed into the uterus after the cervix has been properly exposed. The 
catheter is lubricated with glycerine, and glycerine is injected through the 
catheter during its introduction. In cases of sepsis following labour the 
best method is to leave the catheter in the uterus for 20 to 30 minutes. 
Glycerine is slowly injected so that from 60 to 100 c.c. pass into the uterus. 
This may be done twice a day and causes no discomfort. In many cases 
the temperature falls by crisis after this method of drainage has been 
instituted. For cases of chronic sepsis e.g., chronic pelvic peritonitis and 
fibrosis uteri an anesthetic is given and the uterus is syringed cut alter- 
nately with glycerine and methylated spirit several times, and glycerine 
drainage is employed for some days after. 


Arnold Walker. 


The Veterinary Journal. 


Vol. 83, No. 3, March 1927. 
A case of abdominal pregnancy in a cow. H. A. Barrett. 
Vol. 83, No. 5, May 1927. 
Vitamin content in raw and in pasteurized milk. E. C. van Leersum. 
Vol: 83, No: 7; July 1927- 
The ettect of pasteurization on mik. C. Maddock. 
A calving case. H. Buckingham. 
Ceesarean section in the bitch. Operation through the flank. W. R. 
McKinna, 
Vol. 83, No. 10, October 1927. 
*A case of osteomalacia in an Arab racing pony. K. Hewlett. 
Freak of nature —A three-legged colt. C. S. G. Haji. 
An unusual lambing case. W. T. Hewetson. 
Vol. 83, No. 11, November 1927. 
Coital injury in a cow. G. H. Leader. 
Vol. 83, No. 12, December 1927. 
*Inverted uterus—incomplete reduction. C. W. Cartwright. 
*Complete eversion of the uterus in a small Pomeranian bitch. H. 
Buckingham, 


Notes on sex organs and some problems of reproduction. E. A. Weston, 
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A case of osteomalacia in an Arab racing pony. 
Osteomalacia is a rare disease in the horse. In Hewlett’s case the 
condition was recognized in an aged grey Arab entire four months after 


a collision with a motor car when he received a wound in the shoulder, 
which healed uneventfully. 


Inverted uterus—incomplete reduction. 


Cartwright was called to a shorthorn cow which aborted at the seventh 
month aud found the pelvis blocked by the inverted uterus which 
was in a tumefied and vascular condition. This inversion was spon- 
taneous, due to straining. Manually complete replacement was impossible. 
The cow survived and now promises to become a useful barren. 


Complete eversion of the uterus in a small Pomeranian bitch. 

Buckingham found complete eversion of both cornua of the uterus 
in a Pomeranian bitch which had had two dead puppies. 
uterus was nearly black, swollen and friable. One end of one of the 
cornua had been bitten through, the other much lacerated. Manual 
reposition was accomplished. Recovery was uninterrupted. 


The everted 


By 258; 


Archives of Diseases in Childhood. 


Vol. ii, No. 11, October 1927. 
A study of phosphorus absorption in normal and rachitic 
Murdoch. 


*The function of breast feeding. M. Emslie. 
The frequent occurrence of underfeeding in early infancy. D 
A. Marr-Geddes. 


children. G. 


. Paterson and 


Vol. ii, No. 12, December 1927. 
*Sclerema neonatorum and its relation to fat necrosis. G. L. S. Kohnstam 
and F. K. Herbert. 


The function of breast feeding, 

There is much disagreement in regard to the frequency with which 
feedings at the breast should be given. The Continental School advocates 
frequent stimulation of the breast function at intervals of every two to 
two and a half hours. Some years ago this was also the practice in this 
country, but three or four hourly feedings are the rule now. 


The author 
postulates a “‘lactatory zone of efficiency,”’ 


and asks whether four hourly 


feedings mark the threshold in the direction of minimal stimulation any 
more than two-hourly feedings mark it in the maximal direction. <A 
satisfactory gain may be maintained in a healthy child fed at intervals of 
five hours (four feeds a day) and Emslie has been successful with even 
less frequent stimulation. 


Moreover, the working class mother’s routine 
may be considerably lightened by less frequent nursings. 


Sclerema neonatorum and its relation to fat necrosis. 


Kohnstam and Herbert record a case of Sclerema neonatorum and 


make some observations on the histology of the condition and on the 
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chemistry of the subcutaneous fat. Sclerema neonatorum is a rare disease 
characterized by lesions which appear clinically as swellings in the sub- 
cutaneous fat, which pathologically are due to crystallisation of fat in 
the living tissues. In advanced cases calcium may be deposited in the 
lesions 

The case described is at an early stage for there is no “foreign body” 
reaction to the depositions of abnormal fat nor is calcification reported. 
Probably the abnormal fat is a neutral fat with an abnormally high melting 
point. Saponification may occur but it cannot be a primary event because 
it is absent in this and other cases. Traumatic fat necrosis and non- 
pancreatic fat necrosis in their relation to sclerema neonatorum are 
discussed. 


R. C. Lightwood. 


Transactions of the Royal Society of Edinburgh. 
Vol. lv, Part I. 1926-1927. 
“Development of cavia: implantation. N. Maclaren. 
The development of the hypophysis cerebri in man, with a note upon 
its structure in the human adult. D. Waterston. 
Vol. lv, Part II, 1926-1927. 
*~The peripheral innervation of the uterus. A. M. Fleming. 


Development of cavia: implantation. 

Maclaren finds that implantation of the embryo in cavia is excentric, 
but not interstitial. The embryo does not penetrate the stratum compactum, 
but is, as it lies in the crypt, enveloped by folds of epithelium which 
shut it off in what is really a part of the cavity of the uterus. 


The peripheral innervation of the uterus. 

In the rat, guinea pig and mouse the sympathetic nerve fibres supplying 
the uterus and vagina pass down the hypogastric nerves to the level 
cf the cervix and then pass to the Fallopian tubes, uterus, cervix and 
upper part of the vagina by several branches. These branches are 
intimately associated with branches of the uterine artery. 

Nerve-cells are scattered along the hypogastric nerves and are 
specially numerous on the course of the hypogastric plexus opposite the 
cervix. On each side they form a ganglion, the cervical ganglion, which 
is largest and most circumscribed in the rat, and least so in the mouse. 
Within the wall of the uterus in these three animals no cells were found 
comparable in size, shape or staining reaction to the nerve-cells found 
ou the more proximal portions of the sympathetic nerve-fibres. The rate 
of contraction occurring at the ovarian end is quicker than at the vaginal 
end of the uterine horn. A comparison of the action of uterine horns 
connected and not connected with the cervical ganglion, the absence of 
any ¢ftect on removal of the ganglion, and the absence of any difference 
in the response of the uterus with and without the ganglion to various 
chemical substances secm to indicate that the ganglion does not exercise 
a direct influence in controlling the tone and movements of the excised 
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uterus. The point of origin of the impulse controlling the tone and 
movements of the uterus appears to lie within the uterine wall. 

No evidence was obtained of the cervical ganglion having an 
automatic action in controlling either the tone of the uterine muscle or 
the rate or amplitude of its movements, and by a process of exclusion, 
we are led to surmise that the control of the uterine movements may 
be maintained by intramuscular neurons 

B. BH. 1: 


The Medical Journal of Australia. 


July 2, 1927. 
*The treatment of pelvic abscesses. H. C. Trumble. 
‘Two cases of transplantation of the ureters. G. H. Burnell. 
*Removal of the bladder and urethra in the female for malignant disease. 

F. A. Maguire. 
July, 9, 1927. 

*Puerperal and abortion sepsis. I. R. White. 
re July 23, 1927. 
The cancer outlook. D. Kelly. 
Pseudo-Hermaphroditism. A, Ky. Coates. 

July 30, 1927. 
*Pyelitis complicating pregnancy. F. B. Craig. 

August 6, 1927. 

Urogenital tuberculosis. C. G. Shaw. 
*Notes on a method of induction of labour. K. H. Hallam. 

August 13, 1927. 
An address: Puerperal sepsis. H. H. I. Russell 

August 20, 1927. 
*Acute dilatation of the stomach during Jabour and the puerperium 

B. H. Switt. 


August 27, 1927. 
*Mental disorders of the climacteric of women. S. E. Jones and S. J. 
Minogue. 
*Nervous disturbances in the natural and artificial menopause. C. E. 
D’Arcy. 
The prevention of disease in infancy. A. J. Turner. 
Heemorrhage trom a corpus luteum, A. Verbruggiien. 
Acute albuminuria setting in forty-eight hours before labour. J. i. Foley. 
*The present position of obstetrics and gynecology. J. W. D. Hooper. 
*Some observations on Rubin’s transuterine insufflation of the Fallopian 
tubes. C. F. Morkane. 
September 3, 1027. 
Sterility in women, C. Coghlan. 
*Intant feeding. F. Truby King. 
September 10, 1927. 
Physometra associated with bacillus welchii septicremia. J. EE. Steeman, 
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September 17, 1927. 
Puerperal pyelitis. R. Fowler. 
*The problems of Caesarean section. A. M. Wilson. 
*The abuse of Caesarean section. H. Jellett. 


The treatment of pelvic abscesses. 

In the treatment of pelvic abscesses Trumble considers that drainage 
from the rectum or vagina is immensely superior to drainage through the 
abdominal wall. It is to be emphasized, however, that only those abscesses 
which are closed above and which abut directly on the rectum or vagina 
should be opened from below. The examining finger gives information 
on these important points. 


Removai of the bladder and urethra in the female for malignant disease. 
Maguire records a successful result in a case of squamous epithelioma 
of the urethra in a spinster aged 51 years, in which treatment consisted 
in the application of diathermy, tranplantation of ureters, excision of the 
bladder, urethra and vaginal wall and reconstruction of the pelvic floor. 


Puerperal and abortion sepsis, 

From an elaborate study of 70 cases of puerperal sepsis and 285 cases 
of abortion sepsis adinitted into the Women’s Hospital, Melbourne, White 
draws the following conclusions : 

1. Karly diagnosis of septicaemia (bacillaemia) is necessary for early 
and possibly successful treatment. 

2. A blood culture should be made in every obstetrical case, not 
complicated by breast nor urinary trouble, when the patient has a 
temperature of 39.7° C. (103.6° F.) or higher for more than twenty-four 
hours. 

3. Mercurochrome—220 soluble, when administered intravenously, has 
given definite and valuable help in septicaemia. 


Pyelitis complicating pregnancy, 

Craig analyses fifty cases of pyuria complicating pregnancy or the puer- 
pertum taken trom the records of the Royal Hospital for Women. In 
this scries there were twenty-four patients with mild infections whose 
temperature did not at any time of the illness exceed 37.8° C. (100° F.). 
In twenty-six infections classed as severe the temperature rose above 
e/ ; 


/° 


The disease is commonest in young primigravidee. In this series there 


were twenty-six between fifteen and twenty-five years, nineteen between 
twenty-five and thirty-five years and five over thirty-five years of age. 

fhe age appears to be a mere circumstance depending upon the average 
ave at which the first gestation ocurs. The onset of the disease is most 
commonly associated with the first pregnancy. Of these patients twenty- 
one were primigravidie, four in the second pregnancy, seven in the third, 
three in the tourth, four in the filth, two in the sixth and one each in 
the seventh, cighth, ninth and tenth. 

The commonest period for acute symptoms to arise is between the 
twenticth and twenty-ciphth weeks. This is the time when the uterus 
is becoming a considerable abdominal tumour and begins to exercise 
creasliy pressure upon the structures in the lower part of the abdomen. 
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Pyelitis as a complication of pregnancy is seldom fatal to the mother. 
In this series there was one death. Craig has a poor opinion of the effects 
of the hexamine group of drugs, he prefers fractional doses of calomel. 
He emphasizes the fact that the earlier a urinary infection complicating 
pregnancy is recognized by antenatal supervision, the better chance there 
is of preventing the development of pyelonephritis. 


Notes on a method of induction of labour. 

Hallam gives brief summaries of twelve cases successfully treated by 
a method of induction of labour much used in Canada and England, but 
only spasmodically in Australia. 

Careful external pelvic measurements at least are indicated to obviate 
extraordinary uterine stimulation when there is definite disproportion 
between passage and passenger. 

The method of induction is as follows, the time-table being altered to 
the convenience of all or any of the persons concerned: At 4 p.m. thirty 
cubic centimetres (one fluid ounce) of castor oil are given. At 5 p.m. 
0.6 gramme (ten grains) of quinine sulphate is given. At 6 p.m. a soap 
and water enema is given. At 7 p.m. 0.6 gramme (ten grains) of quinine 
sulphate is given. If labour does not commence next day, the treatment 
may be repeated the day after. Small doses of pituitrin have been advised, 
but not tried in these cases. Slight cinchonism may be exhibited by 
sensitive patients. 

Summarized, the main points are :—Shorter labours, fewer per vaginam 
examinations, less use of forceps and pituitrin. This method may also be 
used in conjunction with other methods of induction, such as by bougies, 
stomach-tube, packing, Champetier de Ribes’s bag. 


Acute dilatation of the stomach during labour and the puerperium. 

Swift bases his account of this condition on one personal case together 
with 18 cilected from the literature, a well as six following Ceesarean 
section which he does not include, considering them to be purely post 
operative. 

He thus briefly summarizes the etiology : 

1. Some predisposing factor tires out the musculature of the stomach. 

2. The stomach becomes dilated, pushes down the intestines and the 
duodenum becomes shut off by the pull on the superior mesenteric artery. 

3. Toxic substances which are formed in the occluded duodenum are 
secretogogues and so the amount of gastric and duodenal secretion is 
tremendously increased. 


4. Later with the formation of more toxic substances and their absorp- 
tiou collapse from toxamia and even death may take place. 


{n cases following normal delivery he considers the acute dilatation 
of the stomach to be due to a sudden releasing of the intra-abdominal 
pressure and so to duodenal constriction. But in many cases, if the 
history were carefully examined, some predisposing cause for this relax 
ation of the stomach muscles, such as mild sepsis, slight anesthesia, 
vomiting, would most probably be found. 

There are several interesting points which can be concluded from the 
above remarks. 
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1. That acute dilatation during labour and the puerperium is very rare 
except when there is some predisposing cause. 

2. That excessive vomiting during labour should always be a signal 
tor investigations and that the likelihood of acute dilatation of the 
stomach taking place should be borne in imind. 

3. That incessant vomiting during labour, for no apparent reason, 
may be an indication for rapid termination of the labour. 

4. That the mortality of this complication of labour is not high, one 
death among thirteen patients or 7.6 per cent. 

5. That the prognosis, provided the correct treatment of stomach lavage 
and posture is carried out, is much better:than was previously thought 
to be the case. 


He concludes that obstetricians should be on the lookout for this 
distension tollowing delivery and should realize that the prompt use of a 
stomach tube will in practically all cases effect immediate relief and cure. 


Mental disorders of the climacteric of women. 

A history of artificial menopause has been obtained by Jones and 
Minogue in 3.8 per cent of patients admitted to Broughton Hall. This 
proportion seemed high and led them to think that hysterectomy and double 
oophorectomy were definite factors in the causation of mental disorder. 

A review of their case material, however, rather dissipated this view 
and they found that in most cases of hysterectomy it was probable that 
the natural menopause is the important factor in the development of 
the symptoms. 

With regard to cases of double oophorectomy, whilst patients who were 
adinitted within two years of operation complained of the classical 
symptoms of the menopause, it was difficult to correlate the operation 
as a cause of mental disorder. 

In many cases other cetiological factors were involved which deter- 
mined the nature of the psychosis, as for example, in the confusional, 
alcoholic and arterio-sclerotic groups. 

In many, too, there was au antecedent history of neurotic symptoms and 
of various psychological stresses, the most common of which was domestic 
intelicity. In these cases the operation probably acted as an additional 
psychological stress or by precipitating a sudden metabolic disturbance 
which aggravated the pre-existing psychopathic tendency. 


Nervous disturbances in the natural and artificial menopause, 

D’Arcy states that it is now generally accepted that most of these 
nervous disturbances are due to an alteration in the balance of the products 
of the endocrine system. The ovary begins to lose its function; if the 
correlated glands cease to act in like proportion the woman passes through 
the climacteric without any unpleasant experiences. Ii, however, the 
ovary regresses, but other glands such as the thyroid or pituitary or 
adrenal do not, but even perhaps act more freely than formerly, 
then the storm arises. And, considering that there may be combinations 
of hypofunction and hyperfunction amongst the set of glands, it will 
be seen that a great variety of symptoms is likely to occur. Hypofunction 
and hypertunction may alternate in the patient, a condition which renders 
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it imperative for the niedical practitioner to be on guard, if he is applying 
gland therapy to a given condition. 

Some families have an instability of the ductless glands which may 
cause considerable disturbance to all members at critical times, such 
as puberty and climacteric, affecting in one member the thyroid, in another 
the hypophysis, the pancreatic islets or other glands. Other more fortunate 
individuals or families have such a perfect adjustment of their endocrine 
system that it would take a very serious occurrence, such as a severe 
attack of one of the exanthems, to disturb the balance. 

An interesting feature of the climacteric is the transient recrudescence 
of sexual activity at this time. This is shown by the return to normal 
menstruation after a fairly long period of amenorrhea, the scanty menses 
and the last baby of the mature mother. 

Emotional disturbances are likely to be greatest in women who have 
rated high their physical beauty and sexual attractiveness. They sce 
their beauty tading, their sex influence waning and they give way to 
despair or take to good works. 

It is a common opinion even among well educated women that alter 
the removal of the ovaries male characteristics appear, such as a beard 
and deep voice. All women view the possibility of a removal of both 
ovaries with the greatest horror and repugnance. They say when discuss- 
ing the possibility before operation, first : ‘‘Shall | grow fat ?’? and next: 
“Shail I grow a beard and have a voice like a man’s??? When reassured 
on the last point, a woman can even contemplate the possibility of fat 
with equanimity, for, although women will cry out about the injustice 
suffered by their sex and that man owns the earth, the greatest possible 
tragedy that the mind of woman could conceive would be that she should 
be converted into a man. : 

The present position of obstetrics and gynecology. 

Hoofer considers that the outstanding features in the improvement 
in gynaecological practice are given below: 

1. ‘The perfection of aseptic technique. 

2. The use of the transplantation of ovaries. 

3. The well-balanced appreciation of the functions of the endocrine 
glands. and of the use of radium and radiotherapy. 

4. The application of. Rubin’s apparatus for diagnostic purposes. 

5. The great success of certain methods of treating streptococcal 
infections. 


Some observations on Rubin’s transuterine insufflation of the Fallopian tubes. 

jasing his communication on the study of 140 cases, Morkane states 
that besides using the apparatus after conservative operations on the 
Fallopian tubes, he has employed it in the following cases : 

1. After operation for ectopic gestation, to determine if the other Fallo- 
pian tube was patent. 

2. Alter myomectomy to decide if the uterine ostium was intact. In 
one of these patients there was excessive mutilation of the uterus during 
the removal of nine subperitoneal and intramural fibroids and interference 
with the lumen of the Fallopian tubes appeared to be likely; the test 
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showed patency. This patient had since been delivered of a baby without 
the assistance of forceps. 

3. To determine whether enucleation or hysterectomy was indicated for 
myoma. 

4. Ina patient with myoma and patent Fallopian tubes when no operation 
was performed as pregnancy was possible. 

5. To know the condition of the Fallopian tubes after operation for 
appendicitis in which a drainage tube was used. 

6. In two patients who were contemplating second marriage and who 
wished to know if they could become pregnaut, as each was sterile with 
her first husband. 

7. In case of one patient whose history showed she had her Fallopian 
tubes operated on to prevent pregnancy. 

8. Instead of using a fine probe or strand of silkworm gut to test 
the Fallopian tubes during operation. 

g. As an aid in the differential diagnosis of lower abdominal pain, 
where no definite lesion was bimanually demonstrable. 


Of the other uses of the Rubin test he has no experience, and he 
considers that this test should be more often employed for diagnostic 
purposes than is the case at present in Australia. Although the test 
apparently involves little risk, it should not be usel indiscriminately, 
and should not be employed without a careful pelvic examination. 





infant feeding. 
_ Sir Truby King points out that the success they have had in infant 
feeding throughout New. Zealand has been largely due to the careful 
education of the nurses and the fact that they are thoroughly trained to 
think and work on percentage lines as an important check against making 
mistakes and of insuring no wide departure from the normal. 












The problems of Cesarean section. 
The two most difficult problems of Cesarean section according to Wilson, 


are the selection of the case and the frequency with which the operation 
should be performed. 


The following facts about Ceaesarean section should be remembered : 








1. There is a definite operative risk. The mortality of ‘“‘non-suspect’’ 
Caesarean section performed on healthy mothers at a suitable time and 
under good conditions is at least one per cent., that is at least five times 
greater than the mortality in normal confinements (two per 1,000). 

2. The operative risk is increased in the ‘‘abuormal case.”” The mortality 
of all patients subjected to Caesarean section is at least seven per cent., that 


is fourteen times greater than the mortality in all confinements (five per 
1,000). 














3. The mortality in infected patients is at least 20 per cent. 

4. No operation in the realms of surgery is more likely to be followed 
by a ventral hernia. : : 

5. At least four per cent. of all Caesarean scars rupture at a subsequent 
confinement. 


6. The performance of the operation undoubtedly limits the size of 
the tamily. 
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The abuse of Cesarean section. 

Jellett thus summarizes his views :— 

1. Caesarean section done under the most favourable conditions is asso- 
ciated with a mortality of nearly two per cent. and may be followed by 
peritoneal adhesions and subsequent rupture of the scar. 

2. Caesarean section done under unfavourable conditions is followed 
by a mortality of from 10 per cent. to 50 per cent. and in patients who 
survive the risk of after complications, is greater. 

3. Lhe only way of avoiding such operations is careful antenatal 
diagnosis and the only way of reducing their mortality when they are 
necessary, is to remove the uterus. 

4. Unless there is good reason for thinking that the uterine incision 
has healed satisfactorily, it may be unwise to allow a patient to deliver 
herself at subsequent pregnancies. 

5. The treatment of eclampsia by Czesarean section is followed by a 
mortality of from 16 per cent. to 34 per cent. 
followed by a far lower mortality. 

6. The treatment of placenta praevia by Cesarean section is followed 
by a mortality of from 11 per cet. to 20 per cent. 
is followed by a far lower mortality. 


Conservative treatment is 


Obstetrical treatinent 


7. The necessity for treating a transverse presentation by Cresarean 
section is almost unknown. When it occurs, it is also necessary to remove 
the uterus. 

8. The statistics of hospitals in which Czesarean section is extensively 
done, unless they are based on a foundation quite distinct from that of 
other maternity hospitals, do not offer auy encouragement to those who 
would imitate their producers. 


BR UB. YF, 


Surgery, Gynecology and Obstetrics. 


Vol. xlv, No. 4, October 1927. 
*The o1thopedic aspect of low back pain in connection with pelvic disorders. 
P. H. Kreuscher. 
A contribution to the study of low back pain. R. R. Best. 
*A human ovum approximately nineteen days old. J. P. Greenhill. 
The Baldwin operation for the formation of an artificial vagina. J. F. 
Baldwin. (Correspondence). 


Vol. xlv, No. 5, November 1927. 

Observations on the prevention of post-operative peritonitis and abdominal 
adhesions. H. I,. Johnson. 

*Acute appendicitis complicating pregnancy, labour and the puerperium. 
R. A. Wilson. 

Sacro-iliac subluxation as a cause of backache. H. H. Cox. 

The local use of ether in gynaecology. G. de Tarnowski. 

*Ceesarean section: indications and limitations. G. C. Mosher. 

Fundamental training for obstetric nurses. G. W. Kosmak, 

A new and practical abdominoscope. W. O. Sweek. 

The coccyx—Its derangements and their treatment. P. Lewin. 

A new method for sub-peritoneal drainage. J. B. Bacon, 
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Vol. xlv, No. 6, December 1927. 

Parasternal invasion of the thorax in breast cancer and its suppression 
by the use of radium tubes as an operative precaution. W. S. Handley. 

Adenofibroma and fibro-adenoma of the female breast. F. McFarland. 

The prevention of peritoneal adhesions and encapsulation; preliminary 
report of an experimental study of peritoneal reaction to hypertonic 
dextrose solution. J. R. Buchbinder. 

“Ovarian pregnancy. J. F. Stein and M. IL. Leventhal. 

*Primary abdominal pregnancy. J. P. Maxwell, N. J. Eastman and H. 
Smetana, 

*The Barton obstetric forceps; a review of its use in fifty-five cases. C. 
Bachman. 

Completed aseptic technique for the implantation of the urether into the 
large bowel. R. C. Coffey. 

The treatment of bladder tumours by chemocoagulation. I. S. Drexter 
and W. Ginsberg. 

X-ray pelvimetry—A_ simplified technique. H. Thoms. 

*Problems in placenta praevia, F. C. Irving. 


khe orthopedic aspect of low back pain in connection with pe'vic disorders, 
kreuscher considers that backache and deformity are due only in rare 
instances to disease of the pelvic organs; that a careful examination will 
reveal other causes of pain and will prevent the numerous unnecessary often 
unsexing operations all too frequently performed; that a removal of the 
cause and proper supporting measures will often give complete relief; and 
that the care of backache in women as well as in men is the responsibility 
of the orthopedist and not the gynecological surgeon, 
A human ovum of approximately nineteen days old. 

A young human ovum obtained in an aborted decidual cast is described, 
and the measurements are given. The outstanding feature of this ovuin is 
the unusual amount of invasion of the decidua by plasmodium. Thete is 
very abundant trophoblast, especially plasmoditrophoblast, in the inter- 
villous space. There are numerous definitive villi, some of which have 
begun to branch. Blood vessel anlagen are found in the mesoderm of the 
chorionic vesicle, the villi, the body stalk and the yolk sac. The few pre- 
served sections of the embryo show a small amniotic vesicle and an embry- 
onic shield lying upon a large yolk sac. In the decidua capsularis is an 
operculum deciduze (Teacher, 1925) which appears to consist of foetal 
ectoderm and is attached to the chorion leeve by a strand of plasmodium. 
The decidual reaction is more pronounced in the stroma cells than in the 
glands. Some of the large veins in the spongiosa beneath the ovum com- 
municate with the intervillous space and contain free masses of plas- 
modium. The development of this ovum tallies with ova considered to 
have a maximum age of 19 days. 

Acute appendicitis complicating pregnancy, labor and ihe puerperiam. 

Recording ten cases of this condition, Wilson draws the following 
conclusions : 

1. No reliable statistics are available to indicate how frequently appen- 
dicitis complicates pregnancy. It is known, however, that about two per 
cent. of women with acute appendicitis are pregnant, 
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2. About 80 per cent. of the cases occur in the first six months, the 
disease being comparatively rare in the last dimester. It undoubtedly is 
more common in the puerperium than is generaily supposed, but is tre- 
quently overlooked at this time. 

3. Pregnancy reacts unfavourably on a diseased appendix. It always 
aggravates the existing pathology and is likely to precipitate an acute 
attack at any time. Primary attacks during pregnancy are quite rare. 

4. The disease runs a rapid course, and perforation and peritonitis may 
be present in a few hours. This is especially true in the late months of 
pregnancy. 

5. The diagnosis becomes increasingly difficult after the sixth month, 
this being especially true if uterine contractions are present. The leuco- 
cyte count does not furnish much aid because of the leucocytosis normally 
existing during pregnancy. In case of doubt, operation should be 
performed. 

6. The maternal prognosis is good if an early operation is performed, 
but following perforation a mortality rate of 50 per cent. is to be expected, 
In simple cases there is little danger of abortion, but if perforation is 
present, the uterus will empty itself in at least 50 per cent. of the cases. 
The more advanced the pregnancy the greater is the danger to mother 
and child. 


7. Whenever possible, the appendix should be removed during laparo- 
tomies performed for other conditions. When the organ is known to be 
diseased, it should be removed before pregnancy occurs and, if a pregnancy 
is already present, at the first appearance of symptoms. 

8. It is in the last dimester that several important problems have to be 
dealt with, and it is in order to meet these that Cesarean section, followed 
by appendectomy, is advocated as the procedure which will give the best 
results. 

9. The method to employ in emptying the uterus depends on the extent 
to which the uterine wall is involved in the infectious process. When this 
is slight, the classical operation is indicated, but, if severe, a choice must 
be made between a low section or the Porro operation. 


Cesarean section: indications and limitations. 

The indications for Cresarean section are thus condensed by Mosher :— 

1. A Baudelocque of less than 17 centimeters and a true conjugate of 
six centimetres or a tumour blocking the outlet is a positive indication. 

2. Seventy-five per cent. of all pelvic contractions allow delivery by 
natural passages, 

3. The classical conservative or Saenger operation done when indicated 
by election is comparatively safe. The mortality should not exceed two per 
cent. for the mother. 

4. Maternal mortality is increased by leaps and bounds through rupture 
of the membranes, attempt at forceps, induction, version, craniotomy or 
even irequent examinations per vaginam, previous to the section. After 
any of these have occurred craniotomy should be selected in the interest 
of the mother’s life. 

If a section is done after potential infection it must be a Porro or a low 
exirapetitoneal operation, 
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5. In eclampsia the indication for Caesarean section is limited to the 
cases of a primigravida with rigid long unyielding cervix, no improvement 
following six hours of conservative treatment. 

6. Placenta previa is most generally an indication for Voorhees bag 
induction, the exception being severe bleeding with no dilatation in a 
preevia centralis. 

7. Foetal mortality is to be reckoned according to whether the section 
be demanded by pelvic dystocia or by maternal disease. In the former a 
minimum death rate for the infant may be predicted. In the latter the 
risk to the child due to haemorrhage, toxeemia, or prematurity is necessarily 
vastly augmented. 


Finally, the indication for Czesarean section when we have reached 
Utopia will be entirely dependent on prenatal care and the obstetrical 
conscience. 


Ovarian pregnancy. 
Stein and Leventhal record a case of ovarian pregnancy in a married 
ili-para, aged 29, which fulfills Spiegelberg’s specification, namely :— 


1. The Fallopian tube on the side of the pregnancy must be intact. 

2. The foetal sac must occupy the position of the ovary. 

3. The ovary must be connected with the uterus by the utero-ovarian 
ligament. 

4. Definite ovarian tissue must be found in the wall of the ‘sac (in 
several places, according to Williams). 

5. The embryo must be visible in the cavity of the gestation sac. 

6. There must be placental tissue within the ovarian stroma. 

7. The Fallopian tube must not only be intact, but free from any 
evidence of gestation. 


Primary abdominal pregnancy. 

Maxwell, Eastman and Smetana record a case of primary abdominal 
pregnancy in a married Chinese housewife, aged 32. 

There were no signs about either Fallopian tube or in the pelvis of the 
presence of endometriomata which might serve as a nidus for the ovum to 
occupy, and it is at least unlikely that there was only one such nidus situ- 
ated on the outer surface of the Fallopian tube. The corpus luteum found in 
the left ovary was one belonging to a previous ovulation, and was in a state 
of marked degeneration, and there was corpus luteum of pregnancy in the 
right ovary, which was normal in appearance. Apparently the ovum having 
been fertilized in the abdomen, and having failed to enter the only normal 
Fallopian tube, the right one, wandered over to the left of the abdomen 
and failing to enter the left Fallopian tube, on account of its closed fim- 
briated extremity, settled down on the outer surface of the Fallopian tube 
and proceeded to embed itself. The sections, of which many have been 
made, show clearly that the lumen of the Fallopian tube is intact, and 
that the ovum has embedded itself from without the Fallopian tube. There 
is only one similar, or possibly similar, case on record, namely, one by 
Hammacher, the place of attachment being the peritoneal surface of the 
right Fallopian tube, 
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The Barton obstetric forceps; a review of its use in fifty-five cases. 

From an initial experience with the Barton forceps, Bachman believes 
that there is a definite, though limited, field of usefulness for this instru- 
ment, particularly in the rotation and traction of transverse arrests ot 
the vertex in high and mid pelvis. It is the safest implement yet devised 
for these purposes, and in some instances of impaction provides the only 
suitable or possible management. While its use in floating heads is not 
to be encouraged, its adaptability to this problem is unquestioned, and it 
will thus serve to increase the number of deliveries per vias naturales in 
these as well as in borderline disproportions. It has certain advantages over 
other instruments designed for the same purposes, notably the Kjelland. 
It can be used to complete the extraction of the head, and it can be applied 
to oblique as well as to transverse positions, but, although superior to 
the Kjelland in both respects, it is inferior to the classic forceps with full 
pelvic curves. Its chief advantage from the standpoint of design, the angu- 
lation of the blades, is also its chief disadvantage in unskilled hands, 
requiring a more accurate knowledge of the mechanism of labour to develop 
the proper direction of traction, and to avoid facial injury with the hinged 
blade. 

Concerning its usefulness outside hospital practice, indications will 
probably be few without extending them beyond the rather narrow limits 
here recommended. In hospital practice, local preference will, 1n some 
quarters, decide, as with the Kjelland instrument, the advisability of add- 
ing a new instrument of restricted versatility to the established arma- 
mentarium. Bachman believes that a further and more universal trial will 
win it many adherents. 


Problems in placenta previa. 

Irving records 57 cases of placenta previa with a maternal mortality 
of 3.5 per cent. and a foetal mortality of 57-9 per cent, He considered the ideal 
treatment of placenta preevia to be as follows :— 


If the patient is uninfected and her condition poor from loss of blood 
she should receive a preliminary transfusion. A Braxton Hicks version 
should be done forthwith regardless of the state of the infant, because it 
is the quickest way to stop the hemorrhage. 

If the patient is uninfected and her condition good but the baby dead, 
non-viable, or a monster, she should also have a Braxton Hicks version 
because it has the lowest maternal mortality and the baby in this case need 
not be regarded. 

If the patient is uninfected and her condition good and the baby alive, 
normal, and of sufficient size to warrant the assurance of survival, Cresarean 
section should be done, as in this way the baby will be saved and the 
mother’s life not unduly jeopardized. 

Simple rupture of the membranes in marginal placenta previa is safe 
for the mother but no better than metreurysis for the baby. 

If the patient is potentially infected she should be delivered by 
Ceesarean section followed by hysterectomy regardless of the state of the 
baby. If she is in poor condition, transfusion is performed prior to 
operation. 

. eT. 
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The Journal of the American Medical Association. 


Vol. 89, No. 11, September 10, 1927. 
Lactic acid milk mixture for infant feeding. McK. Marriott. 
Vol. 89, No. 12, September 17, 1927. 
*Breast feeding problems: III. Infantile. C. N. Moore and H. G. Dennis. 
Hiccups in infants. (Current Comment). 
Vol. 89, No. 13, September 24, 1927. 
*Endothermy in gynecology. H. A. Kelly. 
*Value of irradiation in treatment of inoperable carcinoma of ovary. F. i. 
Keene, H. kK. Pancoast and E. P. Prendergrass. 
Vol. 89, No. 14, October Ist, 1927. 
*Ulceration of urinary bladder as late effect of radium applications to 
uterus. A. L. Dean. 
Vol. 89, No. 15, October 8, 1927. 
*Indications for surgical intervention in pelvic lesions of infectious origin. 
A. Hi. Curtis. 
Combined radiation and lead therapy. F. C. Wood. 
Colloidal lead and irradiation in cancer therapy. H. J. Ullmann, 
Vol. 89, No. 16, October 15, 1927. 
*Ovarian therapy. W. P. Graves. 
Vol. 89, No. 17, October 22, 1927. 
Management of cancer of the breast. A. W. Erskine. 
Gelatin added to the diets of artificially fed infants. J. H. Hess and 
I. McK Chamberlain. | 
The pasteuriztaion of milk. (Editorial). 
Thrush. (Editorial). 
Vol. 89, No. 18, October 29, 1927. 
Progress of breast feeding in New York State. F. H. Richardson. 
*The oxidative destruction of vitamins A and E, and the protective action 
of certain vegetable oils. H. A. Mattill. 
Illness rates and the sexes. (Current Comments). 
Vol. 89, No. 19, November 5, 1927. 
*Vitamin E. H. M. Evans and G. O. Burr. 
Vol. Sg, No. 21, November 19, 1927. 
"Posture studies in gynaecology. N. F. Miller. 
Vol. 89, No. 22, November 26, 1927. 
*The relation between menstruation and ovulation in monkey : Possible 
significance for man. G. W. Corner. 
Breast feeding problems: III. Infantile. 
Moore and Dennis give the following arguments in favour of breast 
feeding :— 
1. The presence in breast milk of antibodies for human diseases merits 
more consideration. 
2. Increased emphasis on breast feeding reduces morbidity and mor- 
tality. 
3. The commonest breast feeding problems of the infantile period are 
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hypergalactia and hypogalactia. Illustrative cases are given to indicate 
solutions. 

4. Establishing or re-establishing a flow of breast milk is often com- 
plicated by the infant’s refusal of the breast. A breast feeding device 
called the breast feeder has been developed which enables a baby to 
obtain complemental food while nursing at the breast. 

5. Parenteral and enteral diseases are more permanently cured by 
keeping a baby on the breast than by weaning it. 

6. A good rule to follow is that any mother who is well enough to 
sare for her child is capable of nursing it. 


Endothermy in gynecology. 


Howard Kelly points out that the endothermic conception is as posi- 
tively and aggressively surgical as the time-honoured scalpel, ligature 
and suture, and tends largely to replace the first two—for centuries the 
recognized badges of our profession. The fine point of the needle forms 
such an admirable, delicate, controllable instrument that it makes any 
surgical knife seem clumsy by comparison. 

He recommends its use in the following conditions : 

1. In cleaniug up a cancerous cervix either before inserting radium 

before operation. 

2. In exsecting a carcinoma of the vulva of whatever extent. 

3- In destroying granuloma of the urethra and true caruncle. 

4. In opening and then spraying the flame from the needle point so 
as to shrivel up the whole lining of a Bartholin’s cyst or abscess; in des- 
troying intra-abdominal, infected areas on the pelvic walls. 

5. In treating a localized pruritus by destroying the superficial layers 
of skin or mucosa. 

6. In the complete ablation of certain areas and structures with a 
stronger current in a more advanced pruritus or kraurosis. He was in 
this way cured an extensive old bad perineal and perianal pruritus in a 
case in which the only alternative was an exsection which threatened to 
compromise the function of the bowel. 

7. In destroying cervical polyps. 

8. In destroying carcinomatous glands on the pelvic floor or about 
the iliac vessels by puncturing each one with a fine needle in one or 
more places and throwing in momentarily a powerful current which steri- 
lizes and destroys the gland, which is left innocuous and in situ. 

g. In disseminated papillomas in the abdomen it is a sine qua non. 
Here one works with the utmost speed, literally striking all the little 
tufts or nodules out of existence in a second or two, saving time and 
hemorrhage and making much easily possible which litherto has been 
impossible. 

10. Superficial vulvar blemishes, warts and moles are quickly dis 
posed of without haemorrhage and without suture. 

In all this work he says, there is no manipulating the parts or squeez 
ing or crushing them, and there is a minimal use of artery foreeps and 
ligatures with little sewing or little catgut left behind to eiteh and hold 
infection, 
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Value of irradiation in treatment of inoperable carcinoma of ovary. 

This report is based on an analysis of 24 cases of carcinoma of the 
ovary which have been referred to the roentgen-ray laboratory of the 
University of Pennsylvania Hospital for treatment. In all, the diagnosis 
has been proved by operation, and each patient has received at least one 
complete series of treatments. 

Of the 11 patients who died, pain was a prominent symptom in seven. 
Five experienced temporary relief, while in two there was no benefit 
whatever. Ascites was present in seven cases. In two it disappeared | 
in three its reaccumulation was retarded, lengthening the intervals 
between paracentesis, and in two there was no effect. Palpable abdominal 
or pelvic masses were noted in seven cases. Disappearance of the tumours 
with later recurrence took place in three, and in four the growth was 
unaffected. Five patients lived from one and one-half to five years after 
irradiation; all were distinctly improved and there were periods when 
the patients were free from palpable evidence of growth. Subsequently 
all developed recurrences and died. 


Ulceration of urinary bladder as late effect of radium applications to uterus. 

Dean found that the application of radium to the uterus in doses greater 
than 3,500 millicurie hours may be followed by extensive destruction of 
the bladder mucous membrane. Sch a degree of ulceration may occur 
as to cause a fatal hamorrhage. When irradiation of the uterus by 
radium was followed by an ulcerating bladder lesion, there was an interval 
of at least a year between the time of the irradiation and the onset of 
bladder symptoms. In these cases the age of the patient, the history of 
the present illness, the symptomatology, and even the cystoscopic exami- 
nation strongly suggest the presence of a bladder carcinoma. 

3efore any treatment is begun, a biopsy always should be performed 
on ulcerating lesions of the bladder. The nature of the ulcers of the 
bladder base secondary to irradiation of the uterus with radium is an 
obliterative endarteritis. 

Since the condition is one of central necrosis due to an insufficient 
blood supply, it seems reasonable to suppose that treatment by destruc- 
tive agents such as fulguration, the actual cautery, diathermy, or further 
irradiation would be followed probably by the formation of a vesicovaginal 
fistula. 

After experimenting with many remedies, Dean’s most effective treat- 
ment has consisted of an alkaline hyoscyamus mixture adininistered by 
mouth in conjunction with mercurochrome-220 soluble instilled into the 
bladder. With the use of these agents the subjective symptoms have 
been relieved promptly, but complete healing requires several months. 


Indications for surgical intervention in pelvic lesions of infectious origin, 

Curtis bases his communication upon 17 years of laboratory and 
clinical study. He considers that the treatment of chronic leukorrhea 
should not be directed solely to the uterine cervix, and that Skene’s duct 
infections are another important source of these discharges. Establishment 
of thorough drainage is a factor of greatest importance in the cure of 
chronic endocervicitis. It appears difficult to invade the uterine cavity 
without introducing some bacteria. The clean uterus can be entered 
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once almost with impunity, but repeated instrumentation of the pregnant 
organ is highly dangerous. Supravaginal hysterectomy, performed 
several days after diagnostic curettage, is an unclean surgical procedure. 
Operative intervention should be avoided in patients with acute inflamma- 
tion of the Fallopian tubes. Nor should surgery be employed, as a matter of 
routine, for eradication of more quiescent tubal infections. With reinfection 
prevented, gonorrheal invasion of the Fallopian tubes and adjacent tissues 
tends to produce a self-limited disease. Operation should be reserved 
chiefly for the sequel of infection. At the time of operation, a decision 
relative to the disposition of a doubtful ovary requires most careful con- 
sideration of the etiology of the pelvic infection. If of gonorrheal origin, 
preservation of the ovaries appears desirable unless they are rather badly 
crippled or the circulation is impaired. If one ovary must be sacrificed, 
it is inadvisable to resect a major portion of the remaining one. In the 
presence of a diseased ovary, with the indications for removal somewhat 
uncertain, less radical surgery appears indicated in gonorrheal disease 
than in streptococcic or tuberculous infection of equal severity. 


Ovarian therapy. 

Graves summarises his views as follows :— 

1. Ovarian substance is a near-specific in the treatment of hot flushes 
and the vasomotor disturbances of the menopause. 

2. It is ineffective in permanent amenorrhea with hypoplasia, but is 
useful in certain conditions of menstrual deficiency. 

3. It is ineffective in the treatment of menorrhagias and metrorrhagias. 

4. It is occasionally useful in cases of essential dysmenorrhea not 
associated with marked hypoplasia, and is frequently successful in treat- 
ing the moliminal symptoms of dysmenorrhea. 

5- In the treatment of sterility, instances of pregnancy following 
ovarian therapy are sufficiently common to suggest that in certain cases 
of deficient ovulation ovarian therapy may effect a cure. 

6. Preparations of the whole ovary or the ovarian residue are more 
efficacious than those of the corpus luteum alone, since they contain the 
more highly potent hormone from the follicle apparatus and are free from 
the toxic and inhibitory elements that contaminate the corpus luteum. 

7. Fresh gland preparations are imperative. 

8. There is sufficient clinical and experimental evidence to encourage 
the hope that ovarian extracts, now admittedly feeble and inconstant in 
their action, will under the direction of research be produced of such 
potency as to be of constant specific value in the treatment of a limited 
number of functional pelvic disorders. 


The oxidative destruction of vitamins A and E, and the protective action of certain 
vegetable oils. ; 


The oxidative changes that accompany the beginning and develop- 
ment of rancidity in unsaturated animal fats tend to destroy vitamins A 
and E. The progress of rancidity is hastened by several well recognized 
conditions and especially by the catalytic action of ferrous iron. It is 
delayed by other well recognized conditions, notably by the presence of 
hydroxy groups. Since vegetable oils, especially wheat germ oil, although 
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having as high or higher iodine numbers, contain more hydroxy com- 
pounds than lard, cod liver oil, butter and other animal fats, they delay 
autoxidation in fats and thereby prevent accompanying destruction of 
vitamins A and E. That vitamin E regulates iron metabolism in any 
manner is improbable. The relative paucity of butter fat in vitamin E 
is an artefact; for, when properly protected from oxidative changes, very 
sinall amounts of butter fat suffice for normal reproduction. The existence 
of vitamin A in different forms in nature is an unnecessary assumption ; 
small amounts of protective substances which fortuitousity accompany 
it determine whether it survives ,a destructive process. In a_ biologic 
assay of foods and food mixtures for their content of vitamins A and E, 
the presence of oxidizing catalysts and antioxidizers cannot be left out 
of account, and a recognition of their réle may serve to clarify many 
misconceptions and obscure contradictions found in the literature of 
nutrition. 


Vitamin E. 

Evans and Burr conclude that :— 

1. There are substances in some fats and oils which counteract the 
curative effect of definite amounts of vitamin E. 

2. The antivitamin substances increase with rancidity but do not 
parallel the acid number of the fat. 

3. Much of the antivitamin in cominercial oleic acid can be concen- 
trated in the unsaponified fraction. 

They do not assume actual specificity of action of the antivitamin 
substance or substances but are investigating the extent to which they 
also act against the effectiveness of the other fat soluble vitamins A and D. 


Posture studies in gynecology. 

Miller’s analysis of the symptoms and their relationship to poor body 
mechanics in a study of 187 young women suggest a definite circulating 
basis, secondary to faulty posture or poor body mechanics. He lays 
stress on the importance of good muscle tone, and proper abdominal 
support in maintaining normal circulation. Individuals with poor muscle 
tone, flat chest, a narrow costal angle, poor respiration, relaxation of the 
abdominal wall and general visceroptosis have chronic congestion of the 
pelvic organs; hence dysmenorrhcca, menorrhagia, leukorrhoea and 
backache result. 

Treatment by general upbuilding and systemic exercise is indicated. 
The outlook, however, is not bright since routine exercises are tedious 
and are generally carried out half-heartedly. Treatment directed to the 
development and improvement of the body should begin in childhood and 
must be carricd on throughout life. It is a matter for education and 
prevention rather than exercise and cure. 


fhe relation between menstruation and ovulation in monkey: Possible significance 
for man. 
From six years observations and experiments on the reproductive 
cycle in Pithecus (Macacus) rhesus, Corner draws the followin 
conclusions : 


e tentative 


> 
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In young females of the monkey, Pithecus (Macacus) rhesus, menstru- 
ation frequently occurs without ovulation, and is therefore not dependent 
on the presence of a corpus luteum. However, when ovulation occurs, it 
seems to take place at a definite time, about twelve or fourteen days belore 
the onset of menstruation. Menstruation without ovulation is not pre- 
ceded by the so-called premenstrual changes of the endometrium, which 
occur only after formation of the corpus luteum. The cause and meaning 
of menstruation, in this species, are not at present known. Physicians 
in a position to obtain human material are urged to gather and study 
it in the light of these new facts discovered in a related species. 


The American Journal of Surgery. 


Vol. iii, No. 1, July 1927. 
Congenital cysts of the neck in children. R. L. Payne. 
Bilateral hydronephrosis with hydroureter caused by phimosis. C. T. 
Stepita. 


Vol. iii, No. 2, August 1927. 
Spondylolisthesis treated by bone graft. E P. Weigel 


Vol. iii, No. 3, September 1927. 
Cancer. J. A. Coupal. 
Contribution to the discussion of  Paget’s disease of the nipple and 
Gye’s hypothesis. J. M. Wainwright. 
Operative treatment of retroversion of the uterus. M. K. Smith, 
Meaning of backache in gynecology. A. Stein. 
Ileocecal and jejunicecalintus susception in an infant. H. B. 
*Unruptured interstitial pregnancy. H. M. Nelson. 
Fat necrosis of the breast. 


Ipstein. 


P. Klingenstein. 
Pseudo-recurrence after radical amputation of breast for carcinoma. P. 
Klingenstein. 


Vol. iii, No. 4, October 1927. 
"Secondary sex characters of the gonads. W. R. Chynoweth. 
Interstitial ectopic gestation, operation, recovery : a case report. 
Weiber and A. B. Gellum. 
Vol. iii, No. 5, November 1927. 
*The present trend of gynecology. J. O. Polak. 
*A consideration of certain gynecologic procedures. C. J. Miller. 
“Kelamptic toxeemias and indications for treatment. I. M. 
*The kidney in eclampsia. O. H. Schwartz. 
The treatment of post-partum heemorrhage, G. I. 
*Puerperal inversion of the uterus. P. Findley. 


Lazard. 

Broadhead. 

*Diagnosis and management of extra-uterine gestation, with an analysis 
of 120 cases. C. H. Gordon. 


Sterility. A. M. Hellman, 


*Uterovaginal and vesicovaginal fistuke, combined. TH. D. Furniss. 





168 Journal of Obstetrics and Gynecology 


*A study of the factors influencing mortality and morbidity following 
gynecologic laparotomies. W. R. Cooke. 

Submucous fibroids and their treatment. F. W. Lynch. 

“Relationship of imperfect drainage to genital cancer in the female. 
W. P. Graves. 

Carcinoma of uterine cervix. H. Schinitz. 

*Episiotomy and the immediate post-partum repair of both old and new 
perineal injuries. P. Titus. 

Ovarian cysts complicating pregnancy. J. C. Litzenberg. 


Vol. iii, No. 6, December 1927. 
Low Back Pain: The Sacro-iliac syndrome. H. Lusokin and H. 
Sonnenschein. 


Unruptured interstitial pregnancy. 

Very few cases of unruptured interstitial pregnancy have been operated 
on. Nelson records one such case in a married iv-para, aged 29, 
on whom hysterectomy, appendectomy and right salpingo-oophorectomy 
were performed. Uneventful recovery ensued. 


Secondary sex characters and the gonads. 

Chynoweth asserts that the more recent observations prove that the 
secondary sex characters do not necessarily depend on the secretion of 
the interstitial cells of the gland, since certain forms of animal life present 
elaborate secondary characteristics, but do not possess interstitial cells 
in the gonads. From a study of the sex characters in persons devoid of 
gonads, in hermaphrodites as well as in certain pathological conditions 
such as hypernephromata it has been claimed that the gonad does not 
originate sex, is less essential to its maintenance than is the thyroid or 
the suprarenal, being merely one of a chain of endocrine glands, efficiency 
in every link of which is essential to normal function, whether somatic 
or sexual, 


jhe present trend of gynecology. 

Polak summarizes the trend of gynecology to-day in the statements 
that it is in the direction of a better understanding of the basic pathology ; 
that all our therapy is based on this underlying principle; that the 
trained surgeon has a greater respect for the physiological processes which 
constitute nature’s defensive barriers ; that fewer operations are being done 
for the correction of obstetric errors; that all operations are being pre- 
ceded by intelligent preoperative preparation ; and that operation for cancer 
is done only in selected cases. 


A consideration of certain gynecologic procedures. 

Miller considers that there are, at least, two dangerous tendencies in 
gynecology to-day, namely, firstly, the tendency to resort to surgery 
without a careful consideration of simpler non-surgical measures which 
might give equally good results with less inconvenience and risk, and to 
perform major surgery for minor conditions; and secondly, the promis- 
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cuous and casual removal of the female sexual apparatus on the most 
trivial indication. 


Eclemptic toxemias and indications for treatment. 
Lazard considers that :— 


1. Eclamptic toxzemia is a complex toxeemia, whose ultimate expres- 
sion (eclamptic convulsions and coma) closely simulates the clinical picture 
of the uraemia of acute glomerular nephritis. 

2. As a medical complication of pregnancy, its treatment should be 
principally medical. 

3. The intravenous magnesium sulphate treatment fulfills the impor- 
tant medical indications, viz., the control of convulsions, sedation and 
elimination. 

4. Surgical interruption of pregnancy may be necessary but in the 
acute ante-partal case should be delayed until the active eclampsia is 
controlled. 

5. In the intrapartal case, the type of interference should be 
determined by the obstetric conditions, irrespective of the eclampsia. 


The kidney in eclampsia. 


Schwartz stresses the importance of Fahr’s recent publication concern- 
ing the pathological lesions of the kidney, in which he describes the 
eclamptic kidney under the heading of definite characteristic nephroses, 
such as lypoid and amayloid nephroses, because the eclamptic kiduey has 
some similarity to these kidneys. He emphasizes that there are findings in 
the eclamptic kidney which are not present in these nephroses, but are 


characteristic of the eclamptic kidney, and must therefore be classified 
separately. 


Puerperal inversion of the uterus. 
Findley provides the following . resumé :— 


1. Partial inversion of the puerperal uterus is a common occurrence, 
often unrecognized and self-rectifying. 

2. In 1,932,164 labours complete inversion occurred 17 times, or one in 
113,063; one of the rarest of obstetric mishaps. 

3. The greatest number occurred in the home deliveries, in the hands 
of doctors and midwives. Few cases have occurred in maternity hospitals. 

4. Forcible Credé manceuvre and traction on the cord can produce 
inversion only when the fundus is relaxed and the lower uterine segment 
flaccid. 

5. An unrecognised partial inversion may be made complete by 
increased intra-abdominal pressure (coughing, straining at stool). 

6. Approximately one third of all cases pass into the chronic stage 
(30 or more days after labour). 

7. In two thirds of all cases the placenta is said to be adherent. 

8. Inversion may occur without collapse or haemorrhage, and has 
repeatedly been unrecognised. The mortality ranges from 14 to 26 per cent. 

g. Here, as in all surgical practice, the first concern is to control 
hemorrhage and to relieve shock. A blanched patient is a poor surgical 
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risk. Failing to control the loss of blood or to relieve shock an effoit to 
replace the fundus should be made. If this procedure is unsuccessful the 
fundus must be amputated. An infected uterus should be removed 


Diagnosis and management of extra-uterine gestation, 

From an analysis of 120 cases Gordon concludes that :— 

1. Detailed history is of first importance in diagnosis. 

2. Not vaginal examination alone but complete survey of the patient 
should follow the history. 

3. Pain and bleeding are always present. 

4. The pelvic mass and pain on cervical motion are almost always 
present. 

5. There are many other confirmatory physical signs and symptoms. 


6. Watchful delay before operative intervention will reduce mortality. 


Utero-vaginal and vesico-vaginal fistule, combined. 

Furniss states that uretero-vaginal and vesico-vaginal fistule are both 
fairly frequent, but that the combination of the two is rare. He records 
two such cases, and from his results believes that the operative procedures 
should first care for the ureteral part, and later for the vesical and that, 
except in favourable cases nephrectomy is a safer and wiser procedure 
than an anastomosis of the ureter into the bladder. A primarily satis- 
factory anastomosis may prove a delayed disappointment as often the 
ureter becomes strictured, with subsequent dilatation of the ureter and 
pelvis of the kidney, with renal atrophy or infection. 


A study of the factors influencing mortality and morbidity following gynecologic 
laparotomies. 
Cooke’s study indicates that the death rate after gynecological laparo- 
tomies should not exceed 1.0 per cent. or 1.5 per cent. in any considerable 
series of cases, and should be less in a series of private cases. 


Relationship of imperfect drainage to genital cancer in the female. 

The object of this communication is to emphasize the view previously 
enunciated by Graves that many gyneecological cancers, especially those 
of the uterine body, are the result of imperfect drainage caused by stenoses, 
atresias and scars of the genital tract. 


Episiotomy and the immediate post-partum repair of both old and new perineal 
injuries. 

Titus contends that episiotomy should be performed to avoid inevitable 
or beginning lacerations and may serve the purpose by hastening deli- 
very if the delay is due to a rigid perineum or to scar tissue from previous 
repairs. It is also a useful substitute tor low forceps for foetal distress 
late in the second stage. Median episiotomy, encircling the anus il 
necessary in order to preserve the sphincter, is prefernble to lateral 
episiotomy, as the former follows the anatomical lines of muscle union, 
and does not divide muscle bundles. 

Iie) Oped Up 





Review of Current Literature 


John Hopkins Hospital Bulletin. 


Vol. xli, No. 1, July 1927. 
*A study of the ovarian follicular hormone in the blood of the pregnant 
woman. M. G. Smith. 


A study of fhe ovarian follicular hormone in the blood of the pregnant woman. 

Smith found that a substance identical in its biological properties with 
the ovarian follicular hormone was present in the blood of the pregnant 
woman, and that it increased in concentration from the onset to the ter- 
mination of pregnancy. During and shortly before labour its concen- 
tration is greater than at any other time; it rapidly disappears from the 
blood following delivery. It can also be demonstrated in the urine before 
and following labour. The amount found in the placenta per gramme is 
approximately twice that in the blood per cubic centimetre. ‘The concen- 
tration in the maternal blood during labour and in the blood from the 
umbilical cord is the same. 

1a) Del ie 


American Journal of Diseases of Children. 


Vol. 34, No. 4, October 1927. 
Premature infants: A report of two hundred and sixty-six consecutive 
cases. J. H. Hess and I. Mck. Chamberlain. 
Vol. 34, No. 5, November 1927. 
*Feeding care of the infant in the obstetric nursery F. C. Neff. 


Feeding care of the infant in the obstetric nursery. 

Neff analyses the records of 718 new-born infants from the point of view 
of their feeding and weight. He reports that 82 per cent. of all the babies 
that left hospital were entirely breast fed; 16 per cent. received mixed feed- 
ing; and only two per cent. were entirely bottle fed. This excellent record 
is improved in a later (and shorter) series, the improvement being put down 
to increased efforts and accumulated experience of nursing technique. He 
concedes that the class of patient from a charity hospital is more apt 
to have an adequate supply of breast milk. 

The author considers that some physiological loss of weight after birth 
is unavoidable and probably beneficial. An analysis of his figures leads to 
the conclusion that birth weight should be regained or exceeded by the 
twellth day. Infants who have their maximum physiological loss least, 
are the first to regain their weight. Likewise, those who lose least, 
regain quickest. Neff favours carefully controlled complemental feeding 
when milk is scanty or absent in the early days. When discontinued at 
the proper time adverse influence on later lactation has not been evident. 

R. C. Lightwood. 


The Journal of Pharmacology and Experimental Therapeutics. 


Vol. xxxii, No. 1, November 1927. 
The elimination of nicotin in the milk. R. A. Hatcher and H. Crosby. 





Journal of Obstetrics and Gynecology 


Vol. xxxii, No. 2, December 1927. 
*Absorption from the vagina. G. D. Robinson. 


Absorption from the vagina. 

Robinson shows that the vagina is capable of absorption. Crystalline 
substances with relatively small molecules are absorbed rapidly, and 
evidence of their absorption can be obtained within five minutes; such 
are salts like potassium iodide. Hydrocyanic acid, alkaloids like strychnine, 
pilocarpine and atropine are also readily absorbed. Adrenalin prevents 
difficulties on account of the local vaso-constriction and histamine on 
account of its effect on contracting the vagina. Witte’s peptone and 
secretion are not absorbed. Pituitary extract is absorbed, but has great 
specificity for the uterus. Insulin is also absorbed, and Robinson con- 
siders that this observation may possibly find some use in clinical 
medicine. 


F.E.T. 


La Gynécologie. 


August 1927. 
*Contribution to the study of the placental circulation in multiple 
pregnancy by the stereo-radiographic method. M. K. Kadjar. 
Letter to Melisander on mastopexy, artificial genital passages and the 
matriarchal powers. P. Petit-Dutaillis. 


September 1927. 
*On the relations of the endocrine glands and the genital system in the 
female. Serdjukoff. 


October 1927. 
*Supernumerary ovaries and their origin. T. Keller. 
Remarks on retroversion of the uterus. Leynen. 


Clinical report. Solid carcinoma of right ovary. On the left side a 
large cyst, enclosed in the base of the broad ligament and blended 
with the parametrium and uterus. Technique of their removal, and 
especially of the separation from the left ureter. P. Petit-Dutaillis. 

Fitth Congress of French-speaking Gynzecologists and Obstetricians. 
Diagnosis aud treatment of sterility, of uterine and tubal origin. 


‘ 
Contribution to the study of the placental circulation in multiple pregnancy by the 
stereo-radiographic method. 

The placental vessels are injected with an opaque preparation and 
then radiographs are taken from two points of view. When these are 
combined in a stereoscope, any vascular anastomoses can be seen with 
certainty. Kadjar was able to demonstrate a connection between the two 
placental circulations in four out of 43 cases of binovular twins. 
cases of uniovular twins, a communication was always present. 
arteria] anastomoses are commoner than 


In 12 
Inter- 
inter-venous, and there are 
irequently communications between the arterial system of one foetus and 
the veins of the other factus. 
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On the relations of the endocrine glands and the genital system in the female. 

At puberty there is 4 physiological enlargement of the thyroid gland, 
aud this also shows periodic changes in association with menstruation. 
An excessive modification of the thyroid may lead to Graves’s disease, 
which often shows itself soon after puberty. Excessive thyroid activity 
may cause either deficiency or excess of the menses. At puberty the 
parathyroids and suprarenals become more active, and the development 
of the mammary glands is closely correlated with that of the ovaries. 

During pregnancy, there is hyperactivity of the thyroid gland, 
increasing as gestation progresses. Hence pregnancy is very dangerous 
for patients already suffering from Graves’s disease. It has been suggested 
that parathyroid disorders may be associated with the chorea of pregnancy 
and with eclampsia. The anterior lobe of the pituitary undergoes hyper- 
plasia, and this may be manifested by a changed physiognomy : in spite 
of its very decided action on the parturient uterus, no morphological 
change has been demonstrated in the posterior lobe of the pituitary. The 
suprarenals become more active. The development of the mammary glands 
is brought about through the agency of hormones produced by the foetus 
and placenta, but the onset of lactation after delivery is not yet satis- 
factorily explained. Liver disorders are apt to arise, since the work 
of detoxication is considerably increased during pregnancy. 

After the menopause, there is atrophy of the uterus and mammary 
glands (glandular tissue proper). The whole endocrine system becomes 
re-organized, and the results of ill-balanced action may be manifested 
as goitre, Graves’s disease, acromegaly or obesity. 


Supernumerary ovaries and their origin, 

In the embryo the genital ridge is of considerable length; thus in 
a five millimetre embryo it extends from the sixth dorsal to the second 
lumber ségment. If two separate parts persist, an extra ovary will result. 
result. 

Supernumerary ovaries have been, in 69 per cent. of recorded cases, the 
site of pathological changes ; but this no doubt is due to the circumstance 
that they are seldom noticed unless diseased. There is no need to remove 
a supernumerary ovary accidentally discovered, but when it is desired to 
perform castration, it is important not to leave behind an accessory ovary. 


A. Gough 


Gynécologie et Obstétrique 


Vol. xvi, No. 2, 1927. 

Reports presented to the V Congress of the Association of French-speaking 
Gynecologists and Obstetricians, held at Lyons on September 2oth 
and 30th, and October 1st. 

*Sterility of uterine origin, diagnosis and treatment. F. Chatillon 

*Sterility of tubal origin, diagnosis and treatment. E. Douay. 
Vol. xvi, No. 3, 1927. 

Reports presented to the V Congress of the Association of French-speaking 
Gynecologists and Obstetricians. 

*The indications for the interruption of pregnancy. Brouha and Bueé. 
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The separation of the mother and infaut and means of avoiding this. 
Khenter. 


Sterility of uterine origin, diagnosis and treatment. 

Chatillon points out that statistics have a very limited value and are 
rarely strictly comparable; cases are put down under one cause at the 
whim of the writer when several causes may combine. He considers that 
a woman should never be told that it is impossible for her to have 
children—apart from the psychological effect—mistakes are common. 

He emphasizes the importance of the réle of the husband and quotes 
Nurnberger that “in one-third of all cases the husband is the direct cause 
of the sterility, in one-third the husband is the indirect cause, and in 
one-third the wife is the cause of the sterility.” 

He considers the subject under the headings: (1) uterine malforma- 
tions; (2) uterine hypoplasias; (3) cervical stenosis; (4) uterine displace- 
ments, (a) anteflexions, (b) retroflexions, (c) elongation of the cervix, 
(d) prolapsus uteri; (5) uterine fibromyomata; (6) uterine atrophy; (7) 
false endometritis (haemorrhagic metropathies, hyperplasia, hypertrophy 
of the mucosa, etc.) ; (8) endometritis—frequency of gonorrhoea, cervicitis, 
corporeal endometritis, uterine tuberculosis. 

The main conclusions are that all treatment of sterility must be pre- 
ceded by full examination of the husband and by tubal insufflation. Any 
of the affections of the uterus may cause sterility, the commonest are 
those of the cervix. As regards the uterus, sterility is commonly the 
result of a group of affections and not of a sole cause. These causes may 
be entirely uterine in origin or associated with pathological changes in 
the Fallopian tubes or ovaries. 


Sterility of tubal origin, diagnosis and treatment. 

A lengthy article of nearly 80 pages largely occupied with insufflation 
and lipiodol injection. The main conclusions after emphasizing the ueces- 
sity of examination of the husband are that insufflation allows of the 
classification of cases into two groups, (a) with open Fallopian tubes 42 
per cent., and (b) with closed Fallopian tubes 24 per cent. The test is 
not always decisive, 16 per cent., and finally there is a group 18 per cent. 
where permeability is achieved after one or more insufflations. Lipiodol 
injections may confirm in doubtful cases and may demonstrate the site of 
the obstruction thus giving a precise operative indication. 

Of the operations, salpingolysis (freeing of adhesions and opening of 
ostium) gives the best results, 16 per cet. successful, salpingostomy has 
been hitherto the most frequently performed operation the results (flve 
per cent.) will improve. Tubo-uterine implantation would appear to give 
good hopes, and ovaro-uterine implantation is an ‘‘also-ran.’’ 


The indications for the interruption of pregnancy, 

Brouha considers the cases arising from disproportion between the 
pelvis and the head; the other indications are taken by Bué. 

Brouha reviews the opposition between induction of premature labour 
and Cresarean section. He considers the maternal mortality to be approxi- 
mately equal (in comparable cases) while the fcetal mortality favours 
Czesarean section. He considers that there is a very limited field for 
induction, 
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Bué reviews the legal position which differs from the British—the fact 

of pregnancy must be proved, the abortion must take place before the 
principal (the woman)is liable, but assistants are punishable for attempts, 
the intention of provoking abortion must be present; criminal intention 
must be shown. It is the absence of criminal intention which permits 
of therapeutic abortion. 
The following indications are discussed: intractable vomiting, nephritis, 
pernicious anemia, chorea, albuminuria, repeated albuminuria of preg- 
nancy, pyelitis, renal tuberculosis, cardiopathies, pulmonary tuberculosis, 
tuberculous laryngitis and meningitis, insanity, acute hydramnios and 
uterine heemorrhages. 


R. A. Hendry. 





Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 
No. 7, 1927. 
Spinal anesthesia at the Broca Hospital. M. E. Douay. 
Symphysiotomy versus Cesarean section in cases of pelvic contraction : 
20 cases. H. Zarate. 
Concerning the medical treatment of cancer. Method of treatment of 
Dr. Baronatei. J. G. Berry. 
Two cases of vulvovaginitis caused by oxyuris in infants. Powilewicz 
and Fish. 


SOC. D’OBSTET. ET DE GYN. DE. BORDEAUX. 
Syphilitic chancre of the cervix and pregnancy. Guyot, Guerin and 
Dubreuilh. 
Spontaneous rupture into the peritoneal cavity of an ovarian cyst in a 
woman fite months pregnant. Péry, Mangé and Boursier. 
Appendage infection and vaccino therapy. Guyot and Villar. 
On a case of dermoid cyst of the ovary. Guyot and Dubreuilh. 
Endocervicical epithelioma of the cervix with Lucas Champounitre glands. 
Guyot and Dubreuilh. 
A method of peritonization after hysterectomy. Guyot and Lazaris. 


SOC. D’OBSTET. ET DE GYN. .DE LYON. 

Tuberculosis of the uterus and its appendages. Goullioud. 

Three cases of premature separation of normally situate placentas. 
Planchu. 

Operative indications in ‘fadenomyomas” of the uterine horns. Michon 
and Labry. 

*Two cases of florid type of intractable vomiting of pregnancy. Gonnet 
and Reboud. 

A case of post phlebitic functional paresis cured by diathermy. Bouget 
and Lovel. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE MONT- 
PELLIER. 
*Concerning intracardiac injections of adrenalin (three cases). Rouime. 
Conservatism in appendage surgery. de Rouville and Madon 
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*The risks of radium-treatment in the treatment of uterine cancer. 
L. Devéze. 
A case of puerperal inversion of the uterus. Coll. de Carrera. 


REUNION OBSTET. ET GYN. DE NANCY. 

Cardiac malformations in the neonate. Levy, Morlot and Francois. 

Extrauterine pregnancy ruptured by repeated fissuring with correspond- 
ing hematoceles. A. Guillemin. 

Post-operative serous pelvic collections. A. Guillemin. 

On the lymphatic origin of certain pelvic cysts subsequent to total 
castration in the female. Hamant and Cornil. 

An intant with spina bifida. Job. 

Fibroid and three months pregnancy :unsuccessful attempt at imyomec- 
tomy: hysterectomy. Grimault. 

Iw Czesarean section: membranes ruptured and sac infected: extra- 
peritoneal operation. Grimault. 

*Uniovular twin pregnancy: hemorrhage of Benkiszr: death of both 
foetuses. Vermelin and Francois. 

Notes on early puerperal retroversion. Fruhinsho‘z. 

Heematoma of the cord. G. Levy. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
A case of partial retroflexion of a four to five months pregnant uterus. 
Girardin. 
Concerning enucleation of fibroids. Reeb. 


Two cases of florid type of intractable vomiting of pregnancy. 

In contrast to the usual wasted asthenic type of pernicious vomiting, 
both these women were well preserved and of good colour, pulse rate 
in both about 120, the uterus was emptied in both cases and both patients 
died, the one comatose, the other in convulsions. There is no record of 
autopsy. 


Concerning intracardiac injections of adrenalin (three cases). 
All unsuccessful. 


The risks of radium-treatment in the treatment of uterine cancer. 
Reports four cases of pulmonary embolism following radium ; three fatal. 


Uniovular twin pregnancy : hemorrhage of Benkiser: death of both fcetuses. 

Velamentous insertion of one cord with rupture of vessels (artery and 
vein) and a fairly free anastomosis in the placenta of the two fcetal 
circulations caused the death of both foetuses. 


No: 8, 1027. 
REUNION OBSTETRICALE DE LILLE. 
Cancer of the cervix and labour. Bué 


Importance of the treatment of the cervix after subtotal hysterectomy. 
Clenet. 
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Escape of liquor amnii during myomectomy on a uterus about four months 
pregnant: evolution of the pregnancy to seven months—preimature 
labour. Gaudier and Bournoville. 

Placenta preevia: dystocia with multiple causes : intestinal obstruction : 
Ceesarean section. Paucot. 

Gangrenous fibroid during the puerperium. Paucot. 

Fibroids of the cervix and pelvic dystocia. Swynghedauw. 

Pernicious vomiting of pregnancy without acceleration of the pulse: 
abortion. Vanverts. 

Three symphyseotomies. Bué. 

*Gonococcal infective endocarditis: death 48 days after accouchement. 
Klein. 

Myomectomy preliminary to hysterectomy in the case of a fibroid of 
the broad ligament. Vanverts. 

Torsion of a hydrosalpinx and of the right ovary in the third month of 
pregnancy: operation: cure: labour at term. Razemon. 

Torsion of a smnall tubal cyst during pregnancy: the utility of sysematic 
ablation of pedunculated small cysts of the broad ligament during 
laparotomies. Vanverts. 

Retention of urine with uterine fibroids. Vanverts. 


REUNION OBST. ET GYN. DE NANCY. 
Pelvic fibrous peritonitis. Barthélemy. 
Late, distant metastasis of an ovarian tumour. Charles and Francfort. 
Lipiodol and X-rays in Gyneecology. Hamant. 
Obstetrical stigmata in hereditary syphilitics. Fruhinsholz and Abram- 
ovitz. 
Heredity to the third generation. Verinelin. 
Repeated missed abortion : hereditary syphilis. Caussade and Vermelin. 
*Lymphorrhage of genital origin. Hamant. 
Voluminous hydrosalpinx. Charles, Hache and Kissel. 
Acute carcinomatosis of the breast in a woman of 20 during pregnancy. 
Barthélemy. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 

Rupture of the umbilical vein: formation of haematoma of the cord and 
secondary rupture of that haematoma. Keller. 

Tubal pregnancy in process of absorption. Keller. 

Tearing of umbilical cord from the placenta. Horrenberger. 

Sub-chorionic infarcts of the placenta without maternal cardiac lesions. 
Kreis and Horrenberger. 

Uterine tetanus : artificial early rupture of the membranes : normal rapid 
progress of the labour in spite of the persistence of the tetany. Kreis. 

Radiodiagnosis in gyneecology. Rouvé. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE.. 
Severe post-partum pyelonephritis treated successfully by vaccinotherapy 
(colibacillary filtrate). Audebert, Caffort and Galy-Gasparrou. 
*Rapid delivery by means of large anterior and posterior median incisions 
of the cervix at the beginning of the dilatation for foetal stress, Rascol, 


1, 
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Choice of time for operation on extensive obstetrical tears of the perinaeum. 
Dieulaté. 

Severe vomiting and albuminuria with intrauterine death of the foetus 
at four months: rigidity of cervix and unrecognized fibroid necessi- 
tating a vaginal pseudo-Cesarean section. Daléas. 

Three cases of double median (anterior and posterior) incisions of the 
cervix during labours rendered difficult by rigidity of the cervix. 
Rascol. 

*Six cases of haemorrhage after labour treated by the application of 
clamps. Garipuy. 

A very simple apparatus allowing the obstetrical (lithotomy) position. 
Garipuy. 

*Preventive pubiotomy in contracted pelvis. Audebert and = Galy- 
Gasparrou. 

Vulval adhesion. Audebert and Galy-Gasparrou. 

Certain accidents due to coils of the umbilical cord. Taurentié. 

Imperforation of the hymen. Laurentié. 

Generalized pemphigus of syphilitic origin: negative result of search 
for treponema.  Laurentié. 

*Uterine haemostasis by Pollosson’s method. Audebert. 

Uterine polyp simulating uterine cancer: sub-total abdominal hyster- 
ectomy : cure. Dambrin. 

Concerning two cases of uterine fibroids, so-called “urinary.’’ Lefebore. 

Diabetes and pregnancy. Audebert and Galy-Gasparrou. 

Portes operation. Audebert and Galy-Gasparrou. 

Teenia and menorrhagia. Daléas. 

Extirpation of the coccyx’ for dystocia due to sacro-coccygeal ankylosis 
in a rachitic pelvis. Daléas. 

Renal insufficiency and severe vomiting. Daléas. 

silateral metastatic oophoritis in mumps followed by pregnancy. Daléas 

Systematic compression of the aorta in Ccesarean section. Garipuy. 

Eight cases of brow presentation. Audebert and Galy-Gasparrou. 

Pyelonephritis assoiated with puerperal infection and phlegmasia alba- 
dolens, five cases. Galy-Gasparrou and Giscard. 

Polycystic kidneys and toxemia of pregnancy. Audebert and Daléas. 

New observation of pregnancy after old bilateral appendage infection 
treated by Delbet’s vaccine. Daléas. 

Congenital torticollis. Audebert. 


Bicornute uterus: shoulder presentation : embryotomy. Galy-Gasparrou 

Hydro and hzematosalpinx : large size and unusual mobility of the heema- 
tosalpinx. Laurentié. 

Ovarian cyst and pregnancy: torsion and rupture during puerperium. 
Laurentié. 

A case of pelvic hematoma due to rupture of ovarian blood cyst 

Dambrin and Pommepuy. 

Concerning a series of abortions followed by septic complications. Baillat. 

Heematocele and puerperal infection. Bertrand and Ligoul. 


On some recent cases of pubiotomy. Bertrou, 
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Tubal pregnancy: coexistance of hematosalpinx and heematocele. 
Laurentié. 

Quadruplet pregnancy. Laurentié and Wahib Nini. 

Subacute tuberculous bronchopneumonia during pregnancy. Audebert, 
Puyol and Galy-Gasparrou. 

Pulmonary tuberculosis treated by pneumothorax during pregnancy. 
Audebert and Tapie. 

Death trom meningeal haemorrhage in an eclamptic. Galy-Gasparrou 
aud Labro. 


Five cases of extrauterine pregnancy.. Fournier. 


Gonococcal infective endocarditis; death 48 days after accouchement. 

Forceps delivery: gonorrhceal ophthalmia developed in the infant. 
Nine days after labour the mother had her first rise of temperature 38.2° 
C.; five days later temperature again rose and thereafter remained up. 
A month after the confinement loud systolic and diastolic murmurs were 
noted, and infective endocarditis diagnosed. Blood cultures sterile. The 
gonorrhceal portion of the diagnosis remained presumptive in the absence 
of autopsy. 


Lymphorrhage of genital origin. 
Profuse and prolonged discharge of lymph 12 to 18 days after hysterecto- 
mies. Four cases are recorded and all were controlled by packing. 


Rapid delivery by means of large anterior and posterior median incisions of the 
cervix at the beginning of the dilatation for foetal stress. 

Cause for the foetal stress was not found; there was no prolapse of 
the cord nor any turns of cord round the infant. The author remarks 
that manual dilatation of the cervix would have been easy but as the 
foetal stress was marked he preferred the ultra-rapid method of incisions. 


Six cases of hemorrhage after labour treated by the application of clamps. 

All cases were traumatic in origin and due either to tears or incisions 
in the cervix. Clamps were used in the first case owing to absence of 
suture material and the result was so satisfactory that the method was 
used on subsequent occasions. 


Preventive pubiotomy in contracted pelvis. 
A badly chosen title : in the case recorded there was a breech presenta- 
tion and some pelvic contraction: a wire was placed in situ behind the 
pubic bone so that if the head were held up, a Gigli saw could be drawn 
round and pubiotomy. perfarmed without delay. As it happened the 
delivery was accomplished without such operation. 


Uterine hemostasis by Pollosson’s method. 


The application of clamps to the sides of the cervix to control the 


uterine arteries approaching the uterus. The ureters seem to escape 
damage. 


R. A. Hendry, 





Journal of Obstetrics and Gynecology 


Bruxelles Médical. 


November 13, 1927. 
A case of double dermoid ovarian cyst. R. Bourg. 
November 27, 1927. 
*The attitude to be adopted in cases of retained secundines. J. L. Wodon. 
December 11, 1927. 
Dystocia due to ovarian cyst. Supra-symphyseal Ceesarean section followed 
by ovariotomy. P. Pastiels. 
December 25, 1927. 
*Full-time abdominal pregnancy with dead child R. Schockaert 
January 1, 1928. 
*Rupture of the uterus during labour. V. Cocq and J. J. Snoeck. 


The attitude to be adopted in cases of retained secundines. 

In puerperal infections an important réle is played by retained mem- 
branes and especially by fragments of placenta. About the fifth day of 
the puerperium, the uterine cavity is invaded by the vaginal organisms. 
In the presence of placental débris, their multiplication is favoured, and 
so long as there is intimate connection between placental and uterine 
circulations there is a free course for the development of a blood infection. 
These considerations lead Wodon to advise that, if ergot and pituitrin 
do not cause the retained fragment to be expelled by the third or fourth 
day, it should then be removed. A rise of temperature is an indication 
for earlier interference. 


Full-time abdominal pregnancy with dead child. 

In this case the diagnosis was confirmed by an X-ray picture taken 
after lipiodol had been injected into the uterine cavity. At the operation, 
performed a month after term, a dead foetus was removed, with the 


placenta and uterus which formed part of the gestation sac. Good 
recovery. 


Rupture of the uterus during labour. 

Four cases are reported, all fatal. The authors lay stress on the 
extreme danger of version after escape of the liquor amnii, especially if 
preceded by forcible dilatation of the cervix; and also the danger of 
attempts to apply the forceps before the head is engaged or before dilata- 
tion is complete. 


A. Gough. 


Archiv fur Gynakologie. 


September 1, 1927. 
The amino-acid content of the blood during pregnancy under normal and 
morbid conditions. K. Hellmuth. 
‘The sexual hormone in the blood. E. Fels. 
Arrythmia of the foetal heart. J. Rihl and E. Weinzierl. 
Rupture of the circular sinus of the placenta. P. Schmidt. 
“The cor kyphoscolioticum in pregnancy. P. Klein, 
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*The source and mode of spread of heterotope uterine epithelium. W. 
Mestitz. 

Metritis dissecans (gangraena uteri puerperalis). E. Rotthaus. 

Rare ovarian blastomata. H. O. Neumann. 

*Teratoma of the Fallopian tube. H. O. Neumann. 

*The histogenesis of adenocystoma of the ovary, with special reference to 
Walthard’s cell-islets. J. Richter. 

*The diagnosis of uniovular twin pregnancy. P. Klein. 

Severe injuries to the vagina by the corrosive action of Persil used for 
purposes of criminal abortion. K. Dierks. 

October 15, 1927. 

The influence of parturition and the puerperium on the vaginal chemistry. 
R. Kessler. 

The behaviour of the carbon-nitrogen quotient during pregnancy, with 
special reference to the nitrogen balance. A. Bock. 

The absorption of calcium administered orally to pregnant patients. 
A. Bock. 

A case of multiple myoma with malignant degeneration in certain nodules. 
K. Ulesco-Stroganowa. 

A glandular polypus structurally resembling the mucosa of the large 
intestine, in the fossa navicularis of a girl aged 21. J. 

*Endometrial hyperplasia and ovarian tumours. A. Babes. 

*Heemangioma uteri. H. O. Neumann. 

*Ovariogenous haemorrhages. A. V. Fekete. 


Schiffmann. 


Swelling of the uterus in supposed connection with ovulation. 
Joachimovits. 

Does the leucocyte count from the blood film and thick drop give reliable 
clinical indications? W. W. Haagen. 

*The time for verston and extraction :evidence from twenty years’ obstetric 
hospital material. K. Lundwall. 

*Clinical statistics concerning “birth trauma.” H. 


Giinther. 
*Heteroplasia of the tubal mucosa. W. Mestitz. 


The cor kyphoscolioticum in pregnancy. 

Recent work concerning valvular heart disease and pregnancy shows 
that the important prognostic factor is the state of the heart muscle—it is 
therefore remarkable that so little is said in obstetric text-books about 
the ‘*cor kyphoscolioticum’’ in pregnaney. The heart in those with severe 
kyphosis and scoliosis shows clinically, radiographically and in the dead 
house typical morbid changes of which the most important are myocardial 
degeneration and great hypertrophy of the right ventricle. Such a heart 
becomes further embarassed, not only towards term from upward pressure 
of the uterus on the thorax, but also during the early months of pregnancy 
from increased pulse volume, from increased venous flow due to preg- 
nancy acidosis, and from the increased bulk of the circulating biood. Each 


of the stages of labour also throws a dangerous strain on the “cor kypho- 
scolioticum.”? Klein publishes two lethal cases. 
41, 116 em. in height expired suddenly twenty-six hours after delivery 
by abdominal section, and in the second, a i-para, aged 30, 136 cm. in height 
died five days after abdominal section, death being accelerated by broncho- 


In the first a i-para, aged 


pneumonia. In both patients, as apparently in all the lethal cases in the 
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literature, marked signs of decompensation were present before concep- 
tion and during the early months of pregnancy. In the author’s records 
of pregnancy with advanced kyphoscoliosis the mortality in 16 cases 
was 12.5 per cent. In Klaften’s 103 cases from Vienna, which probably 
included cases of moderate degrees of deformity, signs of decompensation 
occurred in the majority, and in 12 grave signs in the beginning of preg- 
nancy led to induction of abortion—the mortality was three per cent. The 
majority of lethal cases described in the literature have occurred during 
the puerperium. Klein draws the conclusion that in kyphoscoliotic sub- 
jects who have had signs of cardiac decompensation before pregnancy, 
this should be speedily interrupted—to try cardiotonic medication is to 
waste valuable time. When the patient is first seen in labour, Caesarean 
section is the most effort-sparing mode of delivery for the patient, and 
simultaneous hysterectomy not only diminishes the strain and danger of 
the puerperium, but also prevents future conception. 


The source and mode of spread of heterotope uterine epithelium. 

The chief theories which have been put forward to explain the origin 
and spread of heterotope uterine epithelium (endometrioma) may for 
brevity be referred to as the serosa-epithelial theory (Robert Meyer and 
others) the implantation theory (Sampson and others), and the lym- 
phatic theory. The last named was advanced by Halban (Archiv fiir 
Gyndak., 129, 1926) and it is the purpose of this paper to support Halban's 
theory, according to which endometrioid tissue (heterotope uterine 
epithelium) consists of endometrial glands ‘“‘which have become detached 
trom their physiological connexion in the mucosa, have been transported 
along the lymph vessels, and in some other organ as host undergo pro- 
gressive hyperplasia.” Mestitz regards Halbans’s theory as the only one 
which explains satisfactorily all the known facts. He recounts histo- 
logical investigation of 100 utero-adnexal specimens, whether macros 
logical investigation of 100 utero-adnexal specimens, whether macro- 
scopically characterized by the presence of cysts or nodules, normal, or 
otherwise morbidly altered, he agrees with others concerning the 
surprising frequency with which small endometriomata, if sought, may 
be found, but finds coincident inflammatory disease to be very rare, even 
in cases of so-called salpingitis nodosa isthmica. In the uterus heterotope 
endometrium and lymphatics both occupy the interstices of the muscle- 
fibres, and have been noticed in such close contact that the one invaginates 
the other, but so far no breach of the endothelium has been detected. 
Entry into lymphatics may be favoured by their physiological opening 
during menstruation, or by traumatism during curetting or other operation. 
The following are among the considerations put forward in support of 
Halban’s theory. Cases have been described, and three more are here 
reported, of macroscopically recognizable subserous nodules, consisting 
of endometrial tissue and/or cavities with intact j/critoncal investment, 
Adenosis (endometrioma) of laparotomy scars following operations in 
which the uterus has not been opened has presented great difficulties 
to the advocates of both the serosa-epithelial and the implantation theories ; 
it is readily explicable if endometrium is conveyed by lymphatics, and 
the same is true of the occasional examples of umbilical adenosis in which 
the tumour is extraperitoncal. Round ligament adenosis is also easily 
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explicable by Halban’s theory : this view is supported by a case of hetero- 
tope adenosis of the intraperitoneal portion near the uterus—extraperitoneal 
lesions may be preceded by such a condition, and combined extra- and 
intraperitoneal adenomyosis has been recorded by several observers. 
Hpithelial inclusions resembling uterine glands have been found by Miiller, 
Hollmann and Bungart in the inguinal glands. Ovarian endometriosis, 
as in two cases here described and in others, is found with an intact 
ovarian surface-—which is with difficulty explicable by the serosa-epithelial 
or Sampson’s theory. In a case of heterotope adenosis of the anterior 
surface of the uterus, the appendix and the ovary, a fragment of uterine 
gland appeared to Mestitz to be free within a dilated lymphatic space in 
the outer layer of the myometrium. A case is also described in which 
a heterotope adenosis, the cytological characters resembling those of the 
corporeal glands, was demonstrated in several small nodules in the 
posterior vaginal wall, of which the epithelium was still intact; such a 
hnding is most easily explained by Halban’s theory, and there was no 
trace of antecedent affection of the recto-vaginal septum. The most critical 
evidence for or against Halban’s theory concerns the finding of heterotope 
uterine epithelium in the regional glands of the uterus. This appears to 
have been described (although regarded indifferently) by Ries and others, 
not only in cases of malignant disease of the uterus but also in cases 
of sarcoma of the portio, inflammatory adnexal tumour, adenosis of the 
sigmoid, and ulcerative colitis. In the last-named case Davidowsky also 
found, tree within a lymph vessel, a half-ring of epithelium resembling 
in torm and arrangement the uterine glands. It appears from reports 
by Halban and others that adenosis of the parametrium has not seldom 
been encountered. The last three of the fifteen cases which Mestitz describes 
and illustrates fully are instances of co-existing internal and external 
adenosis of the uterus—a finding which in contrast with the contention of 
Polster, who has adversely criticised Halban’s theory, is not infrequent 
in the literature. Halban’s theory appears to have been invoked by Lauche, 
Hein, Novak and Sampson in explanation of certain, at any-rate, of the 
extrauterine and especially the extraperitoneal endometriomata. Ina 
critical review of Sampson’s theory, Mestitz points out that it fails to 
explain the whole group of extraperitoneal endometriomata, and that the 
power of survival of menstrually cast-off fragments of endometrium has 
not been proved and seems a priori improbable. Of the serosa-epithelial 
theory it is said that it has not been proved that the serous cells possess 
the faculty of generating endometrioid epithelium, and that the acceptance 
of the theory involves also admission that (1) certain parts of the epithe 
lium possess this property in a very special degree; (2) the epithelium 
is influenced by hormones otherwise endometriosis would occur in’ the 
male; (3) such hormones must be specially concentrated in the pelvis; 
(4) serous epithelium must possess potentially a high degree of invasive 
power. The theory fails to explain extraperitoneal adenomyosis in scars 


Teratoma of the Fallopian tube. 

Teratoma (dermoid cyst) of the Fallopian tube has been reeorded in 
about a dozen cases; in four it was bilateral and in’ two there was a 
contralateral tubal gestation, Neumann deseribes the case of a woman 
aged 360 who 13 years alter an abortion suffered from abdominal pain and 
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irregular bleeding following two missed periods. The diagnosis of tubal 
gestation and hzematocele was confirmed at operation :after removal of 
the adnexa on the side concerned the remaining Fallopian tube was noted 
to be enlarged. Puncture showed absence of pus and salpingostomato- 
plasty was contemplated, but incision of the closed abdominal ostium 
gave issue to hairs. The cavity of the teratoma was also that of the Fallo- 
pian tube, the epithelium of which was continuous with the squamous-celled 
investment of the tumour; the pedicle connecting the tumour of the 
Fallopian tube was covered with ciliated epithelium. Ectodermal, meso- 
dermal and entodermal elements were present, including hair, sweat glands 
and sebaceous glands. 


The histogenesis of adenocystoma of the ovary, with special reference to Walthard's 
cell-islets. 

Richter has examined in serial sections the ovary of an eight months’ 
foetus and 29 ovaries of children aged less than seven years, with the 
object of detecting the cell-islets described by Walthard as possible pre- 
cursors of ovarian cystomata. He describes and illustrates (1) hemispherical 
or bud-like projections of surface epithelium—the cells are of pavement, 
cubical or cylindrical form and in some groups splitting with cavity 
formation can be demonstrated; (2) islets of granulosa cells, superficially 
or deeply set and sometimes containing a central cavity—these were not 
found after the second year; (3) spherical groups of pavement-like 
epithelial cells on the surface of the ovary or its pedicle—these also may 
show cavity formation; (4) hollow spheres in which cubical epithelium 
surrounds a well-defined cavity—regressing in primordial follicles. * These 
findings are in agreement ‘with the descriptions of Walthard and his 
pupil Akagi; but unlike these authors Richter has never found ciliated 
or goblet cells in the islets, and he denies their presence in the prepara- 
tions which Walthard and Akagi have shown him. Richter rejects the 
explanation by which ovarian cystomata containing ciliated or goblet 
epithelium are derived from congenital intra-ovarian islets of such cells. 
These cystomata, it is said, can be explained as due to an assumption, 
by cells derived from inclusions of surface epithelium, of ciliated or 
(pseudo)- mucigenous habit: the ciliated epithelium of the Fallopian tube 
and endometrium and the surface epithelium of the ovary have an identical 
derivation from the primary coelomic epithelium. Such an explanation 
is comparable with that according to which ‘‘heterotope endometrium’’ 
is ascribed to belated differentiation and activity of cells originally derived 
from the coelomic epithelium covering the ovary. 


The diagnosis of uniovular twin pregnancy. 

Siemens and others have recently cast doubt on the validity of the 
usual method of diagnosis of uniovularity or binovularity of twins., viz., 
by macroscopical and if necessary microscopical examination of the foetal 
membranes which separate the two amniotic cavities—monochorionic 
diamniotic twins, which are always of the same sex, being uniovular, 
and dichorionic diamniotic twins, whether of the same sex or opposite 
sexes, being binovular. Siemens has urged that comparison of the physical 
characters of the twins, with respect to colour of hair, colour of eyes 
colour of skin, lanugo, freckles, telangiectases, keratosis follicularis, 
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smoothness of the tongue, facial appearance, form of the external ear, shape 
of the hand and bodily build, furnishes a more reliable mode of diagnosis ; 
he has found that twins which according to diagnosis from the membranes 
are uniovular may show considerable physical differences and that con- 
versely supposedly binovular twins may represent identical corporeal 
stigmata. He has also argued from theoretical considerations that binovular 
twins of the same sex should form one-third of all pairs of twins: he 
takes the percentage of 15 per cent. which is given in reports based on 
diagnosis from inspection of the membranes as showing that the balance 
of 18 per cent. must consist of twins which in spite of being dichorionic 
are uniovular. Klein reports that in his clinic, where special care is 
taken in examination of the membranes after twin birth, the percentage 
of binovular twins of the same sex is about 33 per cent., similar proportions 
being binovular but of opposite sex, and also similar proportions uniovular. 
It is also said that the dermatological and other physical characters are 
too largely influenced by birth trauma to be reliable. Further, Klein 
haS examined according to Siemens’ scheme the characters of four pairs 
of twins shortly after birth : his most significant evidence against Siemens’ 
view is that a pair of twins shown conclusively by a radiological examina- 
tion of the injected placenta to be uniovular had differences in the colour of 
the eyes, colour of the hair, colour of the skin, form of the ear, ete. 
It is concluded that examination of the membranes is still the most 
reliable method of diagnosis. Valuable evidence might be derived by 
examining the ovaries for the presence of one or two corpora lutea of 
pregnancy in cases of twin gestation in which Ceesarean section is done. 


Endometrial hyperplasia and ovarian tumours, 

A patient aged 28, operated on for metrorrhagia, had sarcomatous 
ovaries, 4.5 cm. in diameter, and an endometrium attaining in places 
the thickness of five mm. In the literature 14 cases are traceable in which 
ovarian tumour or tumours have been associated with microscopically 
proved endometrial hyperplasia; a considerable majority have been post- 
menopausal. The ovarian tumours were fibroma in one case; folliculoma 
(granulosa-celled tumour) in eight cases, of which two were associated 
with fibroma; and sarcoma in five cases. The association of both ovarian 
fibroma and sarcoma on the one hand and folliculoma on the other with 
endometrial hyperplasia is possibly explained partly by mechanical reasons ; 
but it is suggested that ovarian fibroma or sarcoma may be a late phase 
of folliculoma. According to this view, the hyperplasia of the uterine 
mucosa in both cases would be caused by excess of follicular secretion 
present in the ovarian tumour at one stage of its development. 


Hemangioma uteri. 

Hemangioma of the uterus appears to have occurred in three well- 
authenticated cases only. Bok’s patient was 33 years old and her last 
pregnancy, three years before operation, had ended in abortion: her 
menstruation had remained normal save that for six months the periods, 
although not prolonged, had been attended by excessive haemorrhage. 
Hirschberg’s patient had borne five children and began to bleed, at the age 
of 64, twelve years after the menopause. Neumann’s patient, 38 years old, 
had had three two to four months’ abortions of which the last had preceded 
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by four years her operation for menorrhagia with soft, enlarged uterus, 
thought to be myomatous. A soft, partially necrotic submucous tumour 
the size of a woman’s fist filled most of the cavum uteri: microscopically 
it consisted chiefly of arteries, veins and capillaries of various sizes, 
in an interstitial stroma which, of “‘indifferent’’ cytology at the periphery, 
was distinguished from sarcoma by the absence of mitoses. Muscle fasiculi 
were absent. Small intramural hemangiomata were present but were 
not connected with the main tumour. Heemangioma-like formations 
are not uncommon near the placental site during and shortly after preg- 
nancy, and may be found in curettings after abortion: they are not 
true angiomata. Hzemanvioma is to be regarded as a blastoma whose 
formation is due to local vascular abnormalities. 


Ovariogenous hemorrhages 

“Hypertrophic glandular endometritis” being a thing of the past, cases 
of severe or irregular bleeding without recognisable cause in the uterus 
have been grouped under the name ‘‘metropathia heemorrhagica’’: this 
designation, if useful, is neither final nor precise. The cases include 
(1) functional conditions, such as the bleeding of puberty and the climac- 
teric; (2) cases of thickening of the uterine wall and enlargement of its 
cavity—hypertrophia uteri, and (3) a large group caused by morbid ovarian 
conditions which interfere with ovarian hormone resorption. In 240 cases of 
ovarian disease (laparotomy cases) the writer found menstruation unaffected 
in 109: of the remainder 46 had hypermenorrhcea or polymenorrhcea and 85 
irregular hemorrhage. Of the 131 patients with menorrhagia or metrorr- 
hagia, 60 were instances of ovarian inflammatory tumour; 35 of cystic 
atresia, persisting follicle or corpus luteum cyst; and 13 cases of neoplasm, 
benign or malignant: less common morbid ovarian conditions were ectopic 
pregnancy, tuberculosis or heematoma. Cases of chronic inflammatory 
tumour were accompanied by bleeding in 57 per cent. of cystic ovaries in 55 
per cent. and of neoplasm in 32 per cent. In treatment curetting is insuf- 
ficient and may be harmful; when palliative measures have failed, and 
especially when there is suspicion of extrauterine pregnancy or neoplasm, or 
when there is much pain, treatment by coeliotomy is indicated. Whenever 
it is possible with unilateral ovarian disease one ovary should be retained. 
When both are diseased in old patients both are removed and a portion of 
the more healthy one is implanted. In young patients with bilateral ovarian 
disease it is recommended that in certain cases the more healthy organ 
should be retained and in addition an implant should be made from the 
most nearly normal portions of the excised ovary—the implant is believed 
to influence favourably the activity of the ovary which has been left 
behind. 


The time for version and extraction: evidence from twenty years obstetric hospital 
material. 

Lundwall criticizes the statistical evidence on which Winter based his 
conclusion that foetal mortality is lessened by postponing version until 
a time when it can be followed immediately by extraction. He prefers 
to wait for spontaneous delivery after version and found inter alia that 
intracranial bleeding was many times more frequent when instrumental 
help was required. 
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Clinical statistics concerning ‘‘birth trauma.”’ 

Schwartz has published a series of births with about ten per cent. 
foetal mortality and Ylpp6 one with four per cent. of still births and a 
ten per cent. total of still and neonatal births. The present paper gives 
a further analysis of v. Jaschke’s series of 4,066 births at the Universitats- 
Frauenklinik at Giessen with 4.1 per cent. of still births (1.5 per cent. 
dead before labour) and 5.5 per cent. of deaths within six weeks after 
birth. Foetal. mortality for premature births (509) was 35 per cent.; for 
full time births (3,497) five per cent. Labour endangered foetal life most 
during the seventh month: seven months’ children showed twice the 
mortality of eight months’ children, thrice that of six months’ and eighteen 
times that of ten months’ children. The proportion of deaths attributable 
to birth trauma can only be ascertained indirectly: it appeared to be 
the chief cause of death of seven months’ foetuses and in eight, nine and 
ten months’ chldren to equal other causes of mortality. Probably birth 
trauma is the chief cause of death in not more than one-third of all 
labours. There is no sharp distinction between ‘‘normal labour’? and 
‘Jabour with trauma’’: the same noxious factors come into play in both 
and the difference is one of degree. 


Heteroplasia of the tubal mucosa, 

Microscopical examination of fragments from morcellement of a myoma- 
tous uterus showed (1) heterotope adenosis of slight degree in the uterus; 
(2) two enlargements in the uterine extremity of the Fallopian tube—both 
were lined by endometrium which showed a tendency to heterotope pene- 
tration in the muscle to the mesosalpingeal side, and one contained a cyst 
visible to the naked eye and filled with cast-off cells and detritus. The 
cyclical phase of the tubal and uterine endometrium was the same. Endo- 
metrium in the tubal lining has been reported by a number of other 
observers and explained as the result of tendencies present congenitally. 
‘The practical significance is that (1) haematosalpinx or hydrosalpinx may 
be caused; (2) endometrium found loose in the tubal lumen, as described 
by Sampson and his adherents, may come from a patch of endometrial 
heteroplasia in the tubal liniug; (3) tubal nidation of the ovum may be 
favoured; (4) a hindrance to conception may be caused. 

W. E. CROWTHER. 
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Further contributions to the study of the early diagnosis of pregnancy. 










Dienst confirms his earlier results as to the increase of metathrombin 
in the blood (as estimated by a Biuret reaction) in normal pregnancy as 
against toxaemic and non-pregnant conditions. He considers the test 
invariably reliable, the maximum increase in the blood being at nine 
weeks In the urine the metathrombin rises steadily througnout pregnancy. 







Is the Wassermann reaction more reliable in the milk of puerperal women 
in the blood, the retroplacental blood in particular? 


Franken and Rottman conclude that the Wassermann reaction in the 


than 
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milk cannot alone do more than that in the retro-placental or venous blood, 
though it is of equal value to these. To complete the tests or where the 
other tests cannot be carried out for some reason, the milk test can render 
excellent service in detecting latent syphilis in the puerperium. 


Congenital displacement of the kidney causing difficulty in labour. 

After summarizing previous reported cases, Mennet describes two cases 
in which the kidney lay in the pelvis; one patient had had two previous 
difficult labours with stillborn infants, the other two normal labours; in 
the second case the misplaced kidney was the only functioning one. Both 
patients were seen in labour and delivered safely by Czesarean section. 
Pyelography would have cleared the diagnosis had the patients been seen 
in pregnancy. Possibly albuminuria following massage of a tumour during 
examination might assist the diagnosis. 


Symptomatology and treatment of vesicular mole. 

Malfatti points out the superiority of dilatation and manual emptying of 
the uterus to vaginal plugging, and the advisability of panhysterectomy 
in cases complicated by general dsease, and in older patients where the 
risk of subsequent chorionepithelioma is increased. 


Treatment of recto-vaginal fistula. 


Harttung reports fully on a case of retrovaginal fistula in which he 
used Clairmont’s method of introducing a pedunculated flap of fat and 
connective tissue from the thigh with complete ultimate success. 


Ectopia of a persistent urogenital sinus, 
The open urogenital sinus was complicated by imperforate anus, non- 


fusion of the Miillerian ducts and adherence and perforation of the ccecum. 


On mediastinal emphysema and air embolism in the new-born. 


The sequence of events in the case described is believed by the authors 
to have been as follows : 


as the membranes ruptured, blood was sucked 
into the brain and produced haemorrhages round the respiratory centre 
and asphyxia; this in turn caused violent respiratory movements at birth 
(on the part of the child, no artificial means were required) ; these produced 
a tear in the lung and finally mediastinal emphysema and air embolism 
brought about a fatal termination. The legal aspect of a less marked 
form of this condition was pointed out. 


Hemorrhage in pregnancy and abnormality of the fcetal heart. 

Loewenstein concludes that early separation of the placenta was due to 
(1) trauma (a long railway journey); (2) pathological condition in the 
mother (double uterus) ; and (3) a pathological state in the foetus (abnormal 


heart) ; the last point needing confirmation by biochemistry. 


Contribution to the study of pyometra. 

A double pyometra was found in a case of advanced carcinoma of the 
cervix, one chamber formed by the body, one by the cervix, with the 
internal os stretching as a thick membrane between them, 
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Pathological anatomy of salpingitis. 

Points in Fégel’s work are the preponderance of mucous membrane 
changes in chronic salpingitis, the occasional occurrence of ingrowths of 
mucous membrane into. the muscle (of inflammatory , not blastomatous, 
nature) and the appearance of large numbers of plasma cells, which do 
not, however, necessarily point to gonorrheea. 


Extra-uterine pregnancy as it has occurred in the gynaecological department of 
the State Hospital at Rostow am Don. 

Garfunkel concludes that (1) old inflammatory processes are the com- 
monest cause of tubal pregnancy; (2) the surgeon should therefore always 
inspect and deal with the non-pregnant Fallopian tube; (3) puncture of the 
posterior vaginal fornix is of value in diagnosis, and in positive cases 
operation should not be postponed more than one day; (4) the occurrence 
of menstruation at the normal time must not be taken as excluding an 
extrauterine pregnancy. 





Is turpentine of therapeutic value in gynecology? 

After trying turpentine in 270 cases von Probstner considers it quite 
useless in inflammatory diseases of the aduexa, and not always free from 
unpleasant consequences. 
















Salpingography. 





Salpingography can be done in the simple horizontal position without 
preumoperitoneum and in out patients. No damage to tissues or peritoneum 
was observed by Liittge. 





Untimely rupture of the membranes. 

Mayer points out the increasing frequency of rupture of the membranes 
before the onset of pains; he has had good results from conservative 
measures, but considers these cases should be in hospital for observation 
and aseptic management. He also draws attention to the slowing of the 
foetal heart which is often heard with delayed rupture of the membranes 
and which disappears when these are artificially ruptured; he attributes 
it to compression of the foetal head. 















Practical experiences with Giwathmey’s synergic obstetric narcosis. 

In a study of S0 cases Schumacher had the following results: (1) In 
suitable cases 92.5 per cent. labours were practically painless; (2) serious 
damage to mother or child was not seen; (3) excitement occurred occasion- 
ally, but was only slight and transitory, but (4) the anzesthesia did not 
last more than three or four hours; (5) in 12.5 per cent. cases the con- 
tractions were weakened or completely stopped for one to three hours; 
(6) voluntary efforts were lost in 17.5 per cent. (7) post-partum haemorr- 
hage occurred in 14 cases; (8) therefore the method is not yet suitable 
for private or satisfactory in hospital practice. 














Contribution to the subject of the cause of rupture of abdominal pregnancy. 
Schneider indicates inflammatory diseases of the 


abdomen as_ inter- 
ruptors of tubal pregnancy. In his case an 


acute appendicitis brought 
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about rupture of a very early tubal gestation (under one month), and 
paratyphoid fever and pelvic peritonitis of criminal origin are other 
causes reported. 


Correlation of the uterine mucous membrane and the ovaries. 

Rosenblatt has obtained the interesting result that repeated small 
intrauterine injections (thrice weekly) if given slowly, gently and 
aseptically, will produce amenorrhcea; he originally used five per cent. 
iodine, but has since found Ringer’s solution equally effective. The 
possibility that the fluid reaches the ovaries and prevents ovulation is 
discounted by the fact that where opaque injections were controlled by 
X-ray examination, no fluid had passed beyond the uterus. The author 
throws out the suggestion that a decidual reaction is produced in the 
mucous membrane by the injections. 


Conservative tubal sterilization with subsequent tubal implantation. 

Pfeilsticker sterilizes patients by a vaginal operation, in which he cuts 
through the Fallopian tubes obliquely at the uterine end, sutures the 
uterine wound and buries the cut end without tying it off. He points out 
that the method can be used in virgins, where the general condition 
renders pregnancy inadvisable. Re-operation can also be done vaginally, 
but better per abdomen, as the exact state of the Fallopian tube cannot 
be foretold and a minimum of handling is essential. 


Symptomatology of tubal insufflation. 
Traugott reports a case where severe peritoneal shock followed too 
forcible injection of air, and asks that all bad effects should be reported 


so as to get a true idea of the value of the method. There are definite 
indications for and against its use; thus inflammatory disease of the genital 
tract, menstruation and a highly strung temperament should contra- 
indicate its use. Of the various signs obtained,—the manometer movements 
are very valuable but not infallible because of leakage; percussion 
aud auscultation over the abdomen are open to many fallacies, and 
subjective symptoms such as pain in the shoulder may be obtained from 
a distended Fallopian tube as well as from pneumoperitoneum. Traugott 
draws attention to (1) the bubbling sound heard in the nipple lines 
where the patient assumes the upright position, and (2) the most useful 
test of all, X-ray screening which always shows a crescent shaped air space 
between the liver and the diaphragm in positive cases, even when only 
30 ¢.c. are injected and even after 24 of 48 hours. 


Sedimentation of the blood, its history, theory and clinical significance. 

Ostendorf summarizes the value of the sedimentation rate in dealing with 
the following questions ;:— the right time to operate in chronic disease 
of the adnexa, the control of conservative treatment of the same, the 
diagnosis between salpingitis, tubal pregnancy and appendicitis (where 
symptoms are acute before the rate has quickened), and the diagnosis 
of uterine carcinoma especially as a criterion of cure. In dermatology the 
sedimentation rate helps the diagnosis of congenital syphilis, in surgery 
of the nature of bone disease, and in medicine of tuberculosis and the 
treatment of chronic arthritis, 
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The female sex hormone, 

Schatz has collected the recent work on hormones, especially that of 
Zondek and Aschheim, since a test object for ovarian hormone has been 
found in the vaginal mucous membrane of infantile or of adult but 
castrated mice, in which cestrus changes are produced. Thus various parts 
of ovaries were injected, and the active part found to lie in the follicular 
apparatus. The hormone (‘‘folliculin’’) increases cyclically especially ten 
days before a period, it appears in bulk in the menstrual blood, and also 
occurs in the urine in pregnancy and in the early milk. Folliculin is 
water soluble and its two chief properties are those of producing cestrus 
and encouraging the growth of the infantile uterus in mice, it is free of 
cholesterin and only contains ces of phosphorus. The metabolism 
is raised 20 per cent. in castrated women, by injection of folliculin. The 
same workers have also found that cestrus was produced in infantile mice 
by injection of anterior pituitary, but not in castrated mice, showing the 
action is an indirect one via the ovaries, which are found greatly 
enlarged. 



















Is the appearance of the white line in the so-called adrenalin sound test of use 
in the early diagnosis of pregnancy? 
Muck found the rhinological test positive in several early cases of 
pregnancy, and suggests it is worthy of further investigation. 


The diagnosis of the stage of labour by external examination. 

Baumm. believes that the level of the occiput and the sinciput as felt 
by the second pelvic grip is sufficient to tell the progress of labour in 
normal cases as well as the state of flexion of the head. When the occiput 
is no longer palpable, the os is fully dilated. Nagele’s obliquity can also 
be detected by palpating a parietal eminence above the symphysis. 












The question of rectal or vaginal examination in gynecology and obstetrics. 

Schneider summarizes the position by stating that in midwifery vaginal 
examinations should only be made before a vaginal manipulation, not 
for diagnosis only, and never in cases of marked pelvic contraction, 
eclampsia or placental prievia, which should be referred to hospital. 
Rectal examination is sufficient for normal cases. He considers  recto- 
vaginal examination best in gynecology. 


















Pure mitral stenosis and pregnancy. 





Gerich believes the prognosis to be less serious than many writers aver, 
the whole question being one of the power of the heart muscle to compen- 
sate the defect. Probably many slighter cases are overlooked. 


Cesarean section in infected cases of placenta previa. 





Galkin, writing from Siberia, draws the following conclusions :— 
(1) One need not fear to perform Czesarean section in infected cases, it is 
better to attack a focus of infection directly than to await the result of 
the struggle against the infection. (2) In such cases the usual Cesarean 
section is a rash undertaking though one may possibly be lucky. 





(3) It is better to remove the uterus as the source of infection, and to 
open the uterus extraperitoneally. 
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Attempts at culturing human placente. 

Neuweiler has succeeded in growing placental tissue in culture, 
certainly the stroma cells, and to a less extent the Langhan’s cells ;it 
appears improbable that the syncytium takes part in the growth. 


Intra-uterine asphyxia and subsequent intra-cranial hemorrhage. 

Poeck emphasizes, after describing a case, that asphyxia probably often 
precedes heemorrhage, which is caused by the increased cardiac action 
due to the diminished ceration of the blood. Once the intracranial pressure 
is raised, a vicious circle is set up. Treatment should be directed towards 
minimising the asphyxia—e.g. by inserting a bag. 

Dorothy N. L. Leverkus. 


Zeitschrift fir Geburtshilfe und Gynakologie. 


Vol. 91, No. 1, April 1927. 

The medical indications for the induction of abortion—the present position 
and the future. H. Naujoks. 

*Experiences with the micro-estimation of blood sedimentation. T. Hirsch. 

*The action of the ethereal oils on the uterus. 

*The hypertension of pregnancy. P. Hiissy. 

*The relationship of the acetone bodies to the toxzemias of pregnancy. 
O. Bokelmann and A. Bock. 

The etiology of post-mortem birth. H. Hellendall. 

*A granulosa-celled tumour, with hetero-typical invasion by the endo- 
metrium. K. Tietze. 

The value of Christeller’s large histological preparations in obstetrical 
and gynecological teaching. W. Liepmann. 

Results of resection of the ovaries. K. Volkmann. 


*The occurrence of hydatidiform tissue formations after ordinary abortion. 
H. Gromadzki. 


R. Joachimovits. 


Vol. 91, No. 2, July 1927. 
*Intracranial trauma as a cause of natal and neonatal death. Heidler. 


*The incidence of eclampsia in Berlin from 1908 to 1922 as related to 
weather variations. v. Heuss 

The artificial menopause. B. Steinhardt. 

A giant child (seven kilograms) produced in a pregnancy of normal 
duration. H. Kritzler-Kosch. ° 

*Lipoid-retention after abortion. P. Neuda. 


Experiences with the micro-estimation of blood sedimentation. 

The author describes one year’s experience of Linzenmeier’s new micro- 
method of estimating blood sedimentation. The method has the advantage 
of requiring only capillary blood and can be repeated daily without incon- 
venience to the patient. Great accuracy is very quickly attained, and 
the author gives standard rates for all the conditions he describes. 

In a series of experiments, by means of blood dilutions, an exact 
agreement was found between the results of the old macro-method and 
the new micro-method. The author emphasizes the fact that the reaction 
is non-specific, and depends only on alterations in the albumen fraction 


M 
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of the blood and colloid content of the plasma. _ An increase of globulin 
and fibrinogen are the chief factors in producing acceleration of sedimenta- 
tion. In pregnancy the sedimentation rate increases in the later months 
and may provide means of diagnosis between a large fibroid and a 
pregnancy. During labour the rate increases definitely, and continues to 
increase until the end of the first week of the puerperium. From that 
point, it sinks slowly to normal, provided no inflammatory lesion is present. 
The daily use of the micro-method allowed the identification of a developing 
mastitis even before other general or local signs presented themselves. 

In the new-born, the micro-method can be freely used, and the results 
tend to confirm the belief that neither “thirst fever’? nor icterus neona- 
torum is to be regarded as an infective lesion. 

In gynecology the chief value of the reaction is in deciding the opera- 
bility of inflammatory lesions—if operation is delayed until the sedimenta- 
tion rate is low, the convalescence is likely to be smooth, and abdominal 
wound infections and stump exudates are unlikely. Even in the presence of 
a normal leucocyte count, a high sedimentation rate contra-indicates opera- 
tion. In the ‘‘quieter” types of ectopic pregnancy a means of differential 
diagnosis from a sub-acute inflammatory lesion is provided. While in the 
fulminating type of ectopic the sedimentation rate is somewhat increased, 
the amount is very variable; in such cases, however, the patient’s condition 
compels operation. Simple ovarian and uterine tumours give normal rates, 
but it is very much increased in torsion of the pediche of ovarians and. in 
necrosis of fibro-myomata. In malignant cases the sedimentation rate 
increases with the advance of the malignant lesion, and it is possible 
that the extended use of the micro-method may help to determine opéra- 
bility in certain types. 

In cases of abortion, a high rate coutra-indicates curettage... In afebrile 
abortions the rate is only slightly increased. 


The action of the ethereal oils on the uterus, 

From recent pharmacological investigations into the action of the 
ethereal oils on the various body tissues, the author indicates the thera- 
peutic basis for the re-employment of a certain number of them in 
gynecological practice. Formerly these oils were very much used by 
gynecologists, and a few are still in vogue among the public as aborti- 
facients. For their action as such it is difficult to find a satisfactory 
basis. It may result from a secondary stimulation of the uterus following 
the hypersemia produced in the intestinal mucous membrane: on the 
other hand an anaphylactic reaction may be produced in the endometrium 

a uterine urticaria. The suggested excretion of the oils through the 
endometrium, producing a direct toxic action on the ovum, could only 
follow the ingestion of large amounts; but the possibility of a cumulative 
action may explain the effectiveness of some of them in the treatment 
of dysmenorrhcea, when given in small doses by mouth over a long period. 
It has been shown by Macht that these so-called emmenagogue oils have 
no specific or directly stimulating action on the uterine muscle, but that 
on the contrary they inhibit the contractions of the uterus and even 
paralyse it. Of this whole group of therapeutic agents camphor is the 
only one which has been proved to stimulate effectively uterine muscle ; 
eucalyptus oil does so in only a very slight degree. Apart from the 
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relaxing effect on uterine muscle, these drugs also produce a diminution 
in the secretion of the mucous membrane, particularly of the cervical 
glands, which action may be secondary to their proved antiseptic properties. 


Hypertension of pregnancy. 

In a very expansive paper the author reviews all the recognized distur- 
branes, organic and functional, associated with normal pregnancy, and 
proceeds from them to find a basis for the toxzemic lesions of pregnancy. He 
describes the circulation of toxic substances which, so long as the pregnancy 
is normal, are inactivated by the maternal tissues, particularly by the liver. 
These toxic substances he believes to be of the amine type and describes 
them as “biogenic amines.’? While the chief seat of their production 
is the placenta, he believes that they may be produced in other organs, 
even in the altered maternal pituitary gland. Volhard has already 
described such substances as sensitizing the vessel walls, and making 
them specially susceptible to pressor substauces. The author believes, 
however, that the biogenic amines have a much more widespread action 
the vaso-constrictor action would account for the phenomena in eclamptic 
conditions only. He believes that neither the increased blood-pressure, 
nor the cedema of preguancy is due primarily to renal lesions. The cedema 
is due to a diffuse damage to the capillary vessels, resulting from the 
activity of these biogenic amines, and certainly not to any inflammatory 
action. Histamine (3-Imidazolylethylamine) belongs to this group of 
amines, and its action on the circulation is well known. 

While there are increases of blood pressure in normal pregnancies, they 
are neither great nor constant. In cases of simple albuminuria associated 
with ‘‘pregnancy kidney” the blood-pressure is increased, but the increase 
is never sustained. The onset of eclampsia is always associated with a 
very rapidly rising blood-pressure, even though albuminuria is still absent. 
Persistent and constant increase in blood-pressure indicates a chronic 
glomerulonephritis complicated by pregnancy, and not a “pregnancy 
kidney.”’ 


The relationship of the acetone bodies to the toxemias of pregnancy. 

In a fornyer paper in the same journal the authors demonstrated the 
facility with which acetone bodies are produced in even normal pregnancy, 
this phenomenon being regarded as a protective mechanism against the 
ketoneemia which occurs in normal pregnancy. Passing to the abnormal 
types of pregnancy, the authors found in simple albuminurias only a 
very slight rise above the acetone-body-content of the blood in normal 
pregnancy. Where there was a high albuminuria, particularly in cases 
of the pre-eclamptic type, the acetone bodies of the blood were almost 
doubled in amount. Most important was the finding that the cedematous 
fluid in such cases contained even greater amounts of acetone bodies than 
the blood. The toxsemias associated with albuminuria probably owe this 
excessive production of acetone bodies to the imperfect utilization of 
available carbohydrates. In hyperemesis gravidarum, the inadequate 
ingestion of carbohydrates is responsible. In normal pregnancy, however, 
the disturbance of fat metabolism, leading to the production of abnormal 
acid bodies, has been found to be the cause of the abnormal acetonemia, 
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A granulosa-celled tumour, with hetero-typical invasion by the endometrium. 

The author describes his investigation of the reproductive organs 
removed from a nullipara of 32, with a history of excessive menstrual 
loss of over 15 years duration. The uterus was only a litthe enlarged ; 
the endometrium had a shaggy surface, due to the presence of an extra- 
ordinary number of villous processes. The villi were of the usual hyper- 
trophic type with connective tissue cores. The uterine glands were 
occasionally cystic in the deeper parts of the endometrium, with pseudo- 
papilli in the lumen. Most interesting was the junction between endo 
and myo-metrium. There, glandular tissue with its ordinary covering 
of stroma cells had penetrated very deeply between the muscle bundles. 
Sierial sections showed that this deeply penetrated, and sometimes 
apparently isolated, gland tissue could always be traced to the endometrial 
glands. The left ovary was represented by a spherical tumour, about 
six cm. in diameter, of the granulosa-celled type. While its general 
characters corresponded to the type of Carcinoma Folliculoides Ovarii 
described by v. Kahlden and Mengerhausen, the author found histologically 
very definite evidence of metaplasia of epithelioid cells of spindle-shaped 
connective tissue cells, and vice versa. The associated irregularity of growth 
indicated sarcomatous, rather than carcinomatous, characters. Discounting 
for the moment the influence of the malignant type of tumour cells, the 
author believes that the granulosa-celled tumour, even in its simple form, 
may have been the cause of the irregular growth of the endometrium, and 
therefore the cause of the prolonged menstrual irregularity. These granu- 
losa-tumour cells may be compared to persistent Graafian follicle cells, 
histologically and functionally. The relationship of such tumours to 
endometrial hypertrophy has been described by R. Meyer, Neuman, 
Schroeder, and others. 


The occurrence of hydatidiform tissue formations after ordinary abortion. 

Cases have been recorded in which while no trace of hydatidiform 
degeneration of the villi could be demonstrated, localized vaginal tumours 
were found containing tissue of definite hydatidiform character. Veit’s 
work on the identification of separated fragments of placental tissue 
throughout the body, has become a classic. Gromadzki believes that 
any villous tissue derived from the surface of the ovum has the power 
of undergoing hydatidiform degeneration, and if this power is not exercised 
until the tissue has become anchored at some site in the body, the vaginal 
growths referred to could be easily explained. 


Intra-cranial trauma as a cause of natal and neonatal death. 
In a long article of almost so pages, the author describes his investigation 
of the natal and neonatal deaths occurring in the Zweite Frauenklinik 
in Vienna over a period of 6) years. From 1,395 cases, he excludes those 
in which the cause of death was gross maceration, evident syphilis, con- 
genital abnormalities incompatible with life, and cases in which destructive 
operations had been the cause of death. 


In giving a detailed analysis of his post-mortem findings in over 300 
cases, his purpose is to show what a large number of children are lost 
through cerebral trauma sustained during birth and how few such deaths 
are really due to asphyxia mneconatorum, His 


complete post-mortem 
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examination included a most careful examination of the inside of 
the foetal skull. In a series of 99 cases of breech presentation, 
including mature and immature children, he found tears of the 
tentorium in 68, and true asphyxia in only 11. In the remaining 
20 the skull had not been opened, and he believes that the investigation 
of these would have brought the number of tentorial tears up to So per 
cent. He emphasizes, as Holland has done in this country, the necessity 
of avoiding forceful and hurried extraction of the head in breech cases. 
Then, in a series of 146 cases born spontaneously, he found tentorial tears 
in 28, leptomeningeal hemorrhages in 25, and death from true asphyxia 
in only 32. In the remaining 61 cases of this group there was no intra- 
cranial examination, but in view of his experience of the remainder he 
believes that such an examination would have kept the percentage of 
deaths from birth trauma at almost 50 per cent. In this group he dis- 
credits particularly the importance of multiple coils of umbilical cord 
round the foetal neck as the cause of death. The violence of the labour 
pains is the really important factor—the harder the foetal skull, the better 
protected is the intra-cranial tissue and the less likelihood of trauma. 

In a further series of 55 cases delivered with forceps he found tentorial 
tears in 37 and true asphyxia in 10. He believes that intra-cranial 
examination of the remaining ten would have brought the percentage of 
cases of birth trauma up to 64. He found a tentorial tear as the cause 
of death in a child delivered by a Cesarean section of the lower segment 
type, where there had been considerable difficulty in disengaging and 
extracting the head from the pelvic brim. A close examination of the 
types of cranial injury showed tears of the tentorium in 131 cases, tearing 
of the falx in one, simple subdural haemorrhage without tearing in two, 
suttusion of the falx and tentorium with blood in two, leptomeningeal 
hemorrhage in 20, intra-ventricular haemorrhage in five, intra-cerebral 
heemorrhagye in five, and “definite contusion of the cerebral tissue in six. 
In conclusion he deprecates all violent methods in delivery, and maintains 
that no natal or neonatal death can properly be classified as due to 
asphyxia-ntonatorum, except intra-cranial examination has proved 
negative. 

The incidence of eclampsia in Berlin from 1906 to 1922 as related to weather 
variations. 

The author refers first to the greater liability of women living in 
cities to fatal eclampsia—in Germany 73 per cent. of the fatal cases of 
eclampsia occur in women of the industrial class living in large cities, 
as against 12 per cent., living in the country. The high incidence in the 
former class he attributes to differences in dict, e.g. difficulty in obtaining 
vegetables, etc., and to differences of city hygiene. In pregnant women 
with lesions of the kidney there is always a hypertension, with a special 
liability to vasomotor disturbances. Sudden changes in temperature may 
upset the vasomotor system. The Berlin statistics show that the sudden 
onset of cold weather, particularly that associated with dampness, immedi- 
ately increases the average daily number of eclamptic cases from 0.25 to 1.2, 
but if the cold is sustained through a second day the incidence 
of eclampsia falls again to 0.66, ‘The author supports his arguments with 
most exhaustive meteorological charts and data. 


















198 Journal of Obstetrics and Gynecology 


Lipoid-retention aiter abortion. 
The author describes a very indefinite symptom complex, made up of 
diffuse aches and pains, nervousness and debility, in women whose clinical 
histories show only abortions or miscarriages. The symptoms are so 
unspecific as to suggest a metabolic disturbance as the cause. Examination 
of the soft palate in these patients shows an excessive deposit of fat, a 
phenomenon usually associated with disturbed fat metabolism. In normal 
pregnancy there is always a lipemia, which becomes evident about the 
third month and increases steadily up to the time of labour. In a 
nursing mother it has disappeared completely by the end of the second 
week of the puerperium; in others it remains a little longer. The author 
shows that in a series of nine cases where the pregnancy was terminated 
prematurely, the cholesterin content of the blood continued to increase 
for several weeks—up to four weeks in most cases. The control of this 
lipemia of pregnancy had evidently been disturbed, and the abnormal 
lipoid retention is suggested by the author as the cause of the later 
appearanck of the indefinite symptom complex referred to above. 
J. HENDRY. 


Zentralblatt fiir Gynakologie. 


No. 27, July 2, 1927. 
*Remarks on the functions of the corpus luteum. R. Meyer. 
*The Sampson question. J. Koerner. 
*Is menstruation necessary for health? R. Kohler. 
*Ligature of the vena cava in puerperal pyreemia. LL. Koch. 
*Symmetrical gangrene of both feet in febrile abortion following gynergen 
therapy. E. Heyer. 
The shape of the sub-occipito-bregmatic plane in the rlew born. E. Lork. 
*Various degrees of female hypogenitalism and their treatment. P. Sippel. 
Observations on secondary abdominal pregnancy. E. Zuckermann. 
An interesting case of infection with bacillus pyocyaneus. H. Reichen- 
muller. 
No. 28, July 9, 1927. 
*Treatment of eclampsia. I. Waldstein. 
Eclampsia in mother and child. E. Schwartzkoff. 
Kelampsia in mother and child. H. Loebel. 
Syinptomless rupture of the uterus in an old Ceesarean section scar with 
escape of the child into the abdominal cavity. P. vom. Dahl. 
The value of palpation of the chin in the conduct of labour. R. Muller- 
heim. 
Clinical experiences of one hundred cases of partial symphysectomy. 
R. Costa. 
The frequency and partial importance of scanty and infrequent men 
struation. R. Konig. 
Occlusion of the cervix after curettage. R. Geinitz. 
*On the alcohol therapy of puerperal sepsis. H. Thomson. 
No. 29, July 16, 1927. 


*Observations on misplacement of uterine mucosa and its possible growth. 
kK. Heim. 
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*Is hysterography a safe method of examination? G. Haselhorst. 

*The danger of hystero-salpingography. W. Odenthal. 

Tubal sterilization. O. Planner. 

A case of hydrops congenitus universalis. S. Obendorfer. 

Pathology of the umbilical cord. H. Kunze. 

The so-called intra-uterine infection of ophthalmia neonatorum. QO. Pohl. 

On the operative treatment of uterine prolapse and of retroflexion. 
v. Holst. 


Pregnancy and labour after re-inversion of the uterus. J. Milander. 


No. 30, July 23, 1927. 
*Palpation of the ureter in the female. G. Grommolt. 
Operative treatment of ectopia vesicee. A. Mayer. 
Bladder changes in irradiated uterine carcinoma. F. Heimann. 
Spontaneous birth after the Goebell-Stoeckel operation for urinary 
incontinence. A. Mandelstamm. 
On the operation for vesico-vaginal fistula. H. Kohler. 
Operation for vesico-vaginal fistula (without a speculum). D. Kulen- 
kampftt. 
Carcinoma in a congenital pelvic kidney. H. Schmid. 
Ditterential diagnosis of the larger abdominal tumours. O, Brakemann. 
A case of injury of the urethra during coitus. E. Hausmann. 


No. 31, July 30, 1927. 
Transactions of the German Gynecological Society held at Bonn on 
June 8th to rith. 


No. 32, August 6, 1927. 
The relation between the sedimentation of red blood corpuscles and the 
fibrinogen content of the blood. S. Bruchsaler. 
On the question of radical operation for malignant ovarian tumours. 
P. Schneider. ” 
A contribution to the knowledge of parotitis in the puerperium. M. 
Sinnecker. 
*Tubal rupture from an unusual cause simulating ruptured extra-uterine 
gestation. R. H. Ullmann. 
*Periodic recurrent oedema of the vulva during pregnancy. V. R. Joachi- 
movits. 
*Premature separation of the placenta following measles. C. V. v. Klein 
A contribution to the casuistic of cases of fatal haemorrhage after abortion. 
R. Mandelbaum. 
Brief remarks on Bass’s article on fatal haemorrhage after abortion. G., 
Sielart. 
No. 33, August 13, 1927. 
*Repeated pregnancy during amenorrhiea after Réntgen irradiation of the 
ovaries. C. Holtermann. 
On the question of the abnormally long 
F. Wittenbeck. , 


Post climacteric bleeding and ovarian carcinoma. J. 


duration of pregnancy. 


Schiffhmann. 


A contribution to the problem of congenital syphilis in the tertiary stage. 
T. Hirsch, 


QO. Bokelmann and my work on insulin therapy in pregnancy. A, 


Loeser. 
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A case of a living child after abdominal metroplastic for split uterus 
©, U. ‘v. Kiem. 

Thoughts on salpingosomatoplastic together with remarks on Peyser’s 

article, “On the indications for salpingosomatoplastic.” H. F. 

Eberhard. 


No. 34, August 20, 1927. 
On Kelland’s operation for prolapse. H. Kohler. 
*A case of paratyphoid, together with gallstones and perforation of the gall- 
bladder in pregnancy. C. Schinidt. 

*Qn the question of the benignancy of papillomata of the corpus uteri. 
A. Schmechel. 

Supravaginal amputation or abdominal total extirpation of the uterus 
for fibroids? L. Kriwsky. 

A lock for Kielland’s forceps in delivery of dead children after previous 
perforation. K. Riediger. 

On Cesarean section after L. Portes. H. Kupferberg. 


No. 35, August 27, 1927. 
Adenomyosis of the umbilicus. R. Kohler. 
The doubtful tuberculous pyosalpinx. B. Waser. 
Operative midwifery: vaginal or abdominal? M. Hirsch. 
Clinical experiences on rectal narcosis with avertin (E. 107) in gynzco- 
logical and obstetrical operations. G. Conrad. 
Critical remarks on Gwathmey’s method of painless labour. E. Kalin. 
Symmetrical bilateral fractures of the femora in a neonate in a normal 
labour. Murken. 
Large uterine cysts. K. Fukushima. 
No 


. 36, September 3, 1927. 
On the question of the influence of pregnancy on the growth of uterine 
cancer. H. Katz. 
On the lactic acid content of the blood during the period of gestation. 
H. Kienlin. 
Life-threatening bleeding from the corpus luteum. M. Ding. 
On ignorance of section 218 of the penal law book. R. Schaeffer. 


A case of chronic trophcedema of the face in its relation to menstruation. 
F. Slatmann. 


The thimble curette. K. Blond. 
An improved metreurynter-introducing forceps. P. Beck. 


No. 37, September 10, 1927. 
The applicability of the Dick reaction for the prognosis of puerperal 
fever and its infringement by non-specific influence. H. v. Weiss. 

On the water contient of the vaginal contents. R. Kessler. 

The combination of cancer and tuberculosis in the uterus. F. Matzdorff. 
On gas infection of the uterus. H. Kamniker. 

The history of Kielland’s forceps W. Liittge. 

*Experiences of pudendal anesthesia in midwifery. W. Schmidt. 

The interna] over-rotation of the buttocks in breech presentation as a 
complication of labour. M. Oing. 

On a new anticlimacteric ‘tuba.”’ 


W. Braun. 
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No. 38, September 17, 1927. 

*Two fertilized ova in one oviduct, superfcetation, internal migration of 
the ovum. T. Micholitsch. 

A case of rupture of the aorta after labour and a case of defect of the 
septum. P. Bohnen. 

*Contribution to the question of the treatment of obstructed transverse 
presentation. F. Demuth. 

*External version for the rectification of the least malposition at the end 
of pregnancy. E. Maiss. 

‘Torsion of the uterus during delivery. H. Kohler. 

Negligence or incompetence? H. Baumm. 

The prevention of post-operative vomiting and post-operative pneumonia. 
by Lobelin. E. Burgmaun. 

No. 39, September 24, 1927. 

Diagnostic importance of the course of the utero-sacral ligament. A. 
Ostricil. 

On the biology of the bacillus vaginalis. R. Hubert. 

On the recognition of the narrow pelvis. J. Koerner. 

On the treatment of perforated appendicitis in advanced pregnancy. 
F. Michel. 

Abdominal pregnancy after supravaginal amputation of the uterus. 
W. Liefmann 

Some remarks on I. Wermtter’s article “On the value of the pyramidon 
test as proof of internal hemorrhage, especially in ruptured tubal 
pregnancy.’’? G. Bakscht. 

A case of myoma of the portio. F. v. Zur-Mihlen. 


Remarks on the functions of the corpus luteum. 

Meyer remarks that the degeneration of the central part of the corpus 
luteum which occurs in the fourth week of the menstrual cycle is the 
first sign of cessation of activity and characterizes a dying unimpregnated 
ovum, its capacity for fertilization coming to an end a few days earlier. 
The presence of visible fat droplets indicate that the cells of the corpus 
luteum have lost their hormonal activity. The ovum, he considers, is 
responsible for the periodicity of the ovarian functions, the influence of 
the anterior lobe of the pituitary being merely trophic. He does not 
look upon an altered hormone as the cause of such conditions as myomata 
and adenomyohyperplasia. 


The Sampson question. 


This is a discussion of ectopic endometriomata; aud whether portions 
of endoinetrium are ever found in the Fallopian tubes or peritoneal cavity, 
and if so whether they have any relation to adenomyomata,. 


Is menstruation necessary for health? 
Kohler’s answer is in the negative. 


Ligature of the vena cava in puerperal pyemia, 

Koch quotes successful cases of this operation from the literature, and 
adds one of his own. He advocates the operation in otherwise hopeless 
cases of pyzemia. | 
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Symmetrical gangrene of both feet in febrile abortion following gynergen therapy. 
A case is described by Heyer in which small doses of gynergen (an 
ergot preparation)produced gangrene of both feet. 


Various degrees of female hypogenitalism and their treatment. 
Sippel advocates the treatinent of underdevelopment of the female sexual 


organs by ovarian grafts, or by small stimulating doses of X-rays. Favour- 
able results are claimed. 


Treatment of eclampsia. 

A series of 117 cases is analysed. The total mortality was 1.7 per cent. 
It is claimed that this result was achieved by aiming at as early and 
as rapid delivery as possible, the average time from admission to delivery 
being only 23 hours. The methods of treatment were: Caesarean section 
2g per cent.; instrumental delivery 61 per cent.; spontaneous delivery 9.7 
per cent. In some cases luminal was given as a sedative. 


On the alcohol therapy of puerperal sepsis. 

Thomson confirms Kustuer’s claims of the value of alcohol in puerperal 
sepsis. The wine or brandy must be given in quantities large enough 
to produce intoxication, and this treatment should be commenced as soou 
as signs of infection are noted. 


Observations on misplacement of uterine mucosa and its possible growth. 
Heim describes a speciinen of tubal gestation removed at operation in 
which portions of uterine mucosa were found. 


Is hysterography a safe method of examination? 

The method employed was the injection into the uterus through a 
soft catheter of a solution of iodipin followed by examination by X-rays. 
Two cases are described where acute inflammation followed. The conclu- 
sion is drawn that while this method of examination is of definite use 
in gynecology it is not without danger. 


The danger of hystero-salpingography. 

Odenthal also describes two cases of inflammation following iodipin 
injections. From 15 cases so treated he concludes that this method should 
only be employed in uncomplicated cases of sterility, and should never 
be used when a tumour is present. 


Palpation of the ureter in the female. 

A technique is described by which the normal ureter can be palpated 

bimanually in S0 per cent. of women. The procedure is facilitated where 

the bladder is half filled. Radiographs are given in which the injected 

ureter can be seen between the internal and the external fxamining fingers. 
DOROTHEA TAYLOR. 


Tubal rupture from an unusual cause simulating ruptured extra-uterine gestation. 

In Ullmann’s case rupture of a Fallopian tube occurred in the absence 
of tubal gestation, which was found on microscopic examination to be 
due to tuberculosis of the Fallopian tube. No tuberculous focus could 
be found tlsewhere in the body. Recovery ensued. 
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Periodic recurrent edema of the vulva during pregnancy. 

For a year and a half, since the delivery of her first child, Joachi- 
movits’ patient has suffered from an cedematous swelling of the labia 
accompanied by a painful sensation of tension, beginning with the onset 
of menstruation which occurred every three weeks, and lasting two days. 
Now when seven months pregnant the swelling and tension periodically 
recur every three weeks although amenorrhcea is present. 


Premature separation of the placenta following measles. 

Klein records a case of measles in the sixth month of pregnancy. At 
the eighth month, on returning from a four-hour journey, hemorrhage 
occurred, and premature labour supervened, the child was still-born. Its 


death appears to have been due to heemorrhage between the placenta and 
the uterine wall. 


Repeated pregnancy during amenorrhea after Rontgen irradiation of the ovaries. 

We owe to Zangemeister, says Holtermann, the record of the first case 
of pregnancy occurring during amenorrhcea after Réntgen irradiation. 
In Holtermann’s case a woman of 36 had suffered from pulmonary tuber- 
culosis for over twenty years. When 32 she had severe menorrhagia 
during an exacerbation of the disease in the lungs in which unilateral 
castration by Réntgen rays was affected. Subsequently half the castration 
dose was applied to the ovary of the opposite side. Amenorrhcea resulted. 
Three years later the patient was delivered of a large and well formed 
dead foetus, forceps being applied on account of a contracted pelvis. 
Within twelve months the patient was again pregnant. This pregnancy 
was terminated by the induction of premature labour. A healthy child 
was born alive. Ever since the application of the Réntgen rays six years 
previously, amenorrhcea had been present. 


A case of paratyphoid, together with gall-stones and perforation of the gall-bladder 
in pregnancy. 

Schmidt records a case of perforating cholecystitis in a woman four 
months pregnant. The paratyphoid B bacillus was found in the fluid 
which accumulated in the pouch of Douglas. Cholecystotomy was _per- 
formed. The peritoneum appeared to be healthy. The temperature which 
had been 39°C. for one day, dropped. Pregnancy continued to term, when 
a healthy living child was born. No paratyphoid baccilli could be found 
in the mother’s milk, stool, urine or blood or in the child’s stool or urine. 


On the question of the benignancy of papillomata of the corpus uteri. 

Schinechel records the case of a woman who, four years alter the 
commencement of the menopause had a brownish vaginal discharge alter 
coughing. For the last six months there had been an inerease in the 
size of the abdomen and difficulty in micturition. There had been no 
loss of weight. The uterus, which was the size of a child’s head was 
removed. The uterine cavity measured 10x 9 cm. and was entirely filled 
by a mass papillomatous new-growth which, both macroscopically and 
microscopically, presented the structure and characters of a papilloma 
with adenomatous inclusions. 
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Experiences of pudendal anesthesia in midwifery. 

Schmidt records 100 cases of pudenal anzesthesia during labour. He 
adopts the method of Sellheim, injecting 20 cc. of a one per cent. solution 
of novocaine with adrenalin at different depths round the nerve at its 
emergence from the lesser sciatic notch with a very fine needle. The 
process is almost painless. In 50 spontaneous deliveries (five with episi- 
otomy) injections were given when bearing-down pains began, the os 
being fully dilated, as recognized on rectal examination. Complete absence 
of pain during stretching of the external soft parts resulted, thus protecting 
the muscles of the pelvic floor and the perineum. The method was specially 
valuable in elderly primigravidee with rigid soft parts and also in nervous 
young women. In perineal tears of the third degree injection should also 
be given in the anal region. In 20 forceps cases there was complete 
anesthesia in 18. Schmidt considers that pudendal anesthesia is also 
applicable in many conditions, which are unsuitable for a general anas- 
thetic, such as pulmonary tuberculosis and cardiac failure. 


Two fertilized ova in one oviduct, superfcetation, internal migration of the ovum. 

In tubal preguancy the normal path of the ovum is into the Fallopian 
tube of the corresponding side. It may reach the Fallopian tube of the 
opposite side either by ‘external’? or ‘‘internal wandering,” and the 
occurrence of ‘internal wandering’’ has been denied, though it may be 
assumed to have occurred if the abdominal ostium of the gravid Fallopian 
tube is certainly closed and that of the opposite side pervious. Further, 
certain cases of double gestation in the Fallopian tube, with ova of different 
ages, are best explained by ‘internal wandering.’’ In Sainter’s case, 
for example, a two months ovum was found in the outer third together 
with a three to four weeks ovum in the inner third of the same Fallopian 
tube, and an old corpus luteum in the ovary of the same side. The 
younger ovum was supposed to have come from the opposite side and the 
older ovum from the ovary of the same side. The abdominal ostium, 
however, of the gravid Fallopian tube was patent, the fimbrie being 
preserved, hence the possibility that the younger ovum had slipped past the 
older cannot be overlooked. In Micholitsch’s case the ampulla of the left 
Fallopian tube contained a mole with a thick walled hzematocele, while 
the uterine end contained an intact ovum, the ages of the two ova being 
at least two months and three to four weeks respectively. As the abdominal 
ostium was completely filled by the mole and the fimbrize were intimately 
involved in the capsule of the haematocele it may be concluded that the 
younger ovum could only have gained access to the left Fallopian tube 


by having passed through the uterus. A recent corpus luteum was present 
in the right ovary. 


Contributing to the question of the treatment of obstructed transverse presentation. 

Demuth asserts that impaction of the foetus in a transverse presentation 
1ecessitates decapitation except in the very rare cases in which the foetus 
survives or in which there is a very high degree of pelvic contraction 
present. During the operation the distended lower uterine segment stands 
in considerable danger of rupture. Decapitating instruments may be blunt, 
cutting or sawing—examples of each being described. Twelve cases are 
recorded. In one, a primigravida of 28, the membranes had ruptured 
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tive days previously, pains had been present for two days, and the child 
was still living, although the shoulder was deeply impacted and the upper 
limb was cedematous and prolapsed through the vulva. Transperitoneal 
cervical Czesarean section was performed. The child, still alive, was 
delivered with difficulty. The puerperium was febrile, and the mother 
survived. In similar cases in which infection was manifest extraperitoneal 
cervical Caesarean section is more risky than the transperitoneal operation, 
since cellular tissue is more readily infected than the peritoneum, and 
injury to the uterus more likely on account of poor visibility of the field 
of operation. For infected cases of impacted transverse presentation with 
living child Portes operation, in which after the classical Caesarean section 
the empty uterus is temporarily sutured outside the abdominal wall, 
is a less dangerous operation than is cervical hysterotomy. 


External version for the rectification of the least malposition at the end of pregnancy. 

For all cases of pelvic presentation discovered during the last few 
weeks of pregnancy in the course of the routine ante-natal examination 
Maess performs external version. He places the patient on her back and 
then presses the foetal head in the direction of the foetal abdomen and 
at the same time pushes the pelvic extremity in the direction of the 
foetal back. He finds that the foetus responds to these pressures by active 
reflex movements, which help to complete the version. This is usually 
effected with ease, but several attempts may be required, and sometimes 
there is recurrence of the pelvic position so that repetition of the manceuvre 
may be necessary. 


Be § 
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*Spontaneous labour in a case of uterus duplex and vagina septa. K. 
Grewing. 
No. 46, November 18, 1927. 
°A case of leucoplakia of the portio. H. Hinselmann. 
No. 47, November 25, 1927. 
*Simplification of the diagnosis and treatment of labour with contracted 
pelvis. H. Sellheim. 
The nutrition of the infant lege artis. I. Fangstein. 


Feeding dyspeptic infants on Adams's anti-dyspeptic milk. 

Farrhysius advocates the feeding of dyspeptic and premature infants 
with Adams’s milk—an antibacterial soured milk, with increased calcium 
and reduced fat content, the object of which is to suppress the growth 
of B. coli. The advantages claimed for this food are that it is not quite 
fat-free and that infants take it readily over long periods. In 48 cases 
all throve well except one with incessant vomiting and one with multiple 
abscesses and soft and frequent stools, Excellent results were also 
obtained in cases of infantile eczema. Increase in weight and improvement 
in the stools were the striking features of the cases under treatment. 


Eclampsia in mother and child. 

Kissinger points out that Schwarzkopf and Lochel have drawn attention 
to the occurrence of eclampsia in mother and child and records a recent 
case. A primigravida, aged 27, when nine months pregnant was suddenly 
seized with severe headache, vomiting and convulsions, followed by coma. 
The position was an occipito-posterior. The head was movable laterally 
and there were no pains. Czesarean section was performed without an 
anzesthetic. The child, a female, was very weak, but soon recovered. The 
mother rallied temporarily, but died twelve hours after delivery. Eight 
hours later the child had an eclamptic fit of two to three minutes duration, 
and the fits were repeated five of six times in the twenty-four hours, 
and had not altogether ceased on the fifth day when the child was 
removed from the clinic. 


A new sign of pregnancy. 

Lorenz’s new sign of pregnancy consists in the occurrence of uterine 
contractions after intravenous injections of pituisan. The technique is as 
follows: The bladder is emptied, and the size, consistence and uterine 
surface are recognized by bimanual examination. One c.c. of pituisan 
is then injected intravenously. The uterine contractions commence in 
ten seconds and last five minutes, after which the uterus returns to a 
state of relaxation.This procedure was carried out in 64 cases, with no 
bad results, and with only one mistake in diagnosis, no uterine contractions 
being elicited in a pregnant multipara. 

The method is of special value in recognizing the uterus in cases in 
which a suspected pregnancy is complicated by the presence of a new 
growth and in cases of retroverted gravid uterus. 


The use of pituitary extracts in obstetrics. 


Jess points out that the standardization of pituitary extracts has placed 
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the therapy of these preparations on a surer foundation, and sounds a 
note of warning regarding the present tendency to use too strong 
preparations. 
Skin disorders as a result of disturbed ovarian function, 
Disturbances of the genital glands are often factors in the production 
of skin diseases, such as urticaria, pruritus, eczema, acne vulgaris and 
rosacea, and are also a troublesome accessory factor in lupus. Such con- 
ditions present a difficult problem in dermatology, being often uncontrol- 
lable by ordinary medico-dermatological therapy. The relationship to 
ovarian hypofunction is. seen when signs of ovarian hypofunction are 
present., such as the amenorrhcea of infantilism, and deficiency of sexual 
characteristics, or when associated with the onset of pregnancy or. the 
climacterium. The details of five illustrative cases are given,all of which 
were successfully treated by the administration of ovarian extracts in the 
form of tablets of ovowaps and injections of menformon. 


Spontaneous labour in a case of uterus duplex and vagina septa. 

Grewing reports the case of a primigravida, aged 26, with profuse 
haemorrhage and marked anemia, and with a diagnosis of ? tubal preg- 
nancy. Examination revealed a septate vagina. The uterus was palpable; 
and on the right of it there was a tumour the size of a goose’s egg. 
Iaparotomy was performed, a double uterus being found with the right 
half pregnant. Tubal sterilization was effected. The haemorrhage at once 
ceased and the wound healed by first intention. Seven months later the 
patient again became pregnant. The pregnancy ran a normal course. 
Within an hour of the onset of labour the membranes ruptured, severe 
pains ensued and a contraction ring between the corpus and the cervix 
became very marked. The presentation was dorso-posterior, and tlre 
head invaginated the vaginal septum, which was then divided. The rest 
of the labour and the puerperium were uneventful. 


A case of leucoplakia of the portio. 

Hinselmann considers that leucoplakia of the portio vaginalis is fre- 
quently overlooked, with serious results, the inevitable sequel being 
carcinoma. He records the case of a woman aged 46 who was admitted 
to the Altona hospital for prolapse. A pessary was found embedded in 
the vaginal tissues, on division of which a large patch of leucoplakia 
was found on the anterior lip of the os uteri. Microscopically the deeper 
layers showed the characteristic elongated nuclei of the basal layers of 
the epithelium with keratization of the stratum granulosum and _ the 
stratum lucidum. Mitosis was absent and leucocytes scanty. 


Simplification of the diagnosis and treatment of labour with contracted pelvis. 
Sellheim discusses the various methods of delivery in contracted pelvis. 
He considers that neither mother nor child should be sacrificed or suffer 
damage. The treatment of cases of contracted pelvis in the patient’s home 
with forceps, version, forcible extraction and perforation are condemned, 
whilst in the clinic Cresarean section has its dangers from infection. In 
aseptic cases incision and delivery is a comparatively safe and sure 


method, In septic and much examined cases recourse must still be had 
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to forceps, perforation etc. The great danger is infection and no case 
should be kept at home until infection from repeated examination occurs. 
The Government of Saxony’s handbook for midwives insists that all 
patients with contracted pelvis should be sent direct to hospital or 
clinic by the midwife herself, without previous internal examination. 
In a primigravida at the end of pregnancy if the head is not in the pelvis, 
and in a multipara if the head remains high although the os be patent and 
the membranes ruptured, the case must be recognized as one of contracted 
pelvis and removal to hospital is imperative. This easy functional diag- 
nosis should be made obligatory for midwives and general practitioners. 
Sellheim points out that good obstetric organization consists in the proper 
use of all three factors, midwives, general practitioners and specialist 
obstetricians, and that it is only by loyal teamwork and the recognition 
of the limitations of the first two factors that the high aim of all obstetric 
practice, preservation of the life of mother and child, can be attained. 

JUSTINA WILSON. 


Annali di Ostetricia e Ginecologia. 


July, 1927. 

The Victor Emmanuel Institute for the study and cure of cancer. Mangia- 
galli. 

*De-hydrogenization of the placenta by the meta-di-nitrobenzole method. 
Vozza. 

*On intra-dermal vaccines (Goldemberg) and filtrates (Besredka) in gynz- 
cological inflammations. Malcovati. 

The behaviour of the pulse in the physiological puerperium. Gusso. 





De-hydrogenization of the placenta by the meta-di-nitrobenzole method. 

Vozza refers to Wieland’s hypothesis regarding protoplasmic respiration 
in living tissue, and the complex phenomena which lead to the liberation 
of energy. According to this conception, it is not the oxygen atom which 
acts directly, but the hydrogen atom which, detaching itself from the 
unstable protoplasmic molecule, combines with an acceptor of hydrogen, 
usually atmospheric oxygen. If oxygen be only an ‘‘acceptor,” then it 
is possible to substitute another ‘“‘acceptor’’ for it, and Lipschiitz and 
others have done this by means of meta-di-nitrobenzole, and have 
estimated hydrogen reduction in pieces of tissue, bacterial cultures etc. 


by means of colour changes, produced in ether when this ‘acceptor’? 
is absorbed. 


















Vozza has applied this method to obstetrical research, studying the 
process of de-hydrogenization in normal and pathological placental tissue. 

In his first series of investigations, he studied de-hydrogenization and 
respiration of tissue in various points of the same placenta (20 cases). 
He found that, in general, these processes were intense in the zone of 
tissue immediately surrounding the insertion of the cord. 

He next investigated the behaviour of the cord and membranes to the 
same reducing agents, and found that constantly no change occurred in 
fragments of the cord, but that the reduction of the membranes varied. 
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In a third series of experiments, he studied the respiratory function 
of placental tissue modified by the presence of infarcts, as compared with 
normal placental tissue, and found that if the infarct were recent the 
result varied, the intensity of reduction being sometimes equal to normal. 
In older infarcts, which had become white and compact, no reduction was 
obtained. 

In 12 cases, in which the patients were albuminuric or eclamptic, the 
respiratory function of the placenta was notably reduced. 

He next determined the length of life of placental tissue, examining 
at intervals of two hours, keeping the tissue meantime preserved in ice. 

The reaction was scarcely modified in the first four or even six hours, 
but it then began to decrease in intensity, and might be considered 
absent after twelve hours. 

He concludes that the meta-dinitrobenzole method of studying tissue 
respiration is more valuable in obstetrical than in general research, since 


the tissue studied is expelled spontaneously and not excised, and is 
therefore of higher vitality. 


On vaccines (Goldemberg) and filtrates (Besredka) in gynecological inflammations. 

Modern views on the problem of local immunization have induced 
Professor Alfieri to conduct experiments at Pavia with Goldemberg’s intra- 
dermal vaccines and Besredka’s filtrates. 

Malcovati describes the nature and technique of these remedies, and 
the results he has obtained in 35 cases, treated either with vaccines or 
filtrates alone or with the two combined. 

He divides the cases into three chief groups:— (1) Gonococcal; (2) 


Septic, i.e. inflammations which are neither gonococcal nor tubercular ; 
and (3) Tubercular. 


He takes into account the localization of all these forms, distinguishing 
deep inflammation from that affecting the lower genital segment, regarding 
the internal os as the boundary between the two forms. 

He considers also the acuteness of the disease and its complications, 
and whether it affects the urinary tract and the extra-genital organs. 

He holds that : 


(1) The therapeutic results of intra-dermic vaccines ‘‘Inava,”’ 
filtrates “Ovuli Inava in liquid filtrates” 
in all gynecological inflammations. In deep forms, intra-dermic vaccine 
and Besredka’s local vaccines should be combined, thus achieving a 
specific biologic sterilization of the genital canal. 

(2) The advantages of these vaccines are their concentration, their poly- 
valence, their slow absorption, and the absence of any disturbing general 
reaction. 


and of local 
may be considered favourable 


(3) In virtue of their biologic nature, the action of the preparations 
depends largely on the individual’s general and cutaneous reaction which 
explains cases of complete absence of response because of want of sus- 
ceptibility. 

(4) As regards both vaccines and filtrates, larger doses than are usually 
given are not dangerous and increase the efficacy of the cure. 


J. H. FInsnin.. 
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*Diabetes, pregnancy and Insulin. F. d’Aprile. 
Diabetes, pregnancy and insulin. 

D’Aprile discusses the value of insulin treatment in diabetes and 
pregnancy in the light of two serious cases which recently came under 
his care. 

Considering that diabetes is more frequent in men than in women and 
that, in the latter it often occurs after the menopause, the classical 
atlirmative regarding diabetic sterility is of relative worth. 

Transitory glycosuria is frequent and usually benign, especially alimen- 
tary or renal glycosuria, and lactosuria may occur at the beginning of 
lactation. But d’Aprile cites cases to prove that a renal glycosuria in one 
pregnancy may be followed by true diabetes in another. 

According to treatment required, he classifies diabetic pregnant women 
into three categories :— (1) Mild cases—few, unfortunately—in which 
pregnancy goes on and parturition takes place without difficulty. The 
child is born alive and of normal size. Glycosuria increases a little, but 
is restrained by diet. (2) Cases of average gravity. In general there 
is little danger for the mother but glycosuria and hyper-glyceemia are 
scarcely influenced by diet. Careful watching of symptoms is required. 
(3) Serious cases, in which rapid aggravation of the malady has ensued 
after pregnancy. Abortion may occur or premature parturition with a 
dead and macerated fcetus. If pregnancy go to term, labour is long and 
difficult because of the size and condition of the child and these often 
lead to puerperal septiczemia. 

Before the discovery of instilin, medical treatment was of use only for 
patients of the first type, obstetrical treatment was either expectant in 
the second type or systematic in the third. 

The patients he describes were both seriously ill on admission to 
hospital. The first, (aet 39, V-para) was in the fourth month of pregnancy 
and had been diabetic for two years. Intervention was advised but the 
patient refused. Appropriate diet and insulin were prescribed with little 
ettect. After induction of labour at term, the child was born dead and 
macerated. The mother’s condition since leaving hospital is much worse. 

The second patient (I-para) was admitted nearly at term with diabetic 
symptoms, newly discovered. Following administration of insulin, polyuria 
diminished, but there was no other improvement. Parturition was slow 
and the dead child was large and macerated. Septicaemia, with gangrene 
of the right arm set in and the patient died a few days later. 

The results of these two cases show that insulin therapy does not 
modify the existing criterion of measures to be taken in such cases. 

If there are prodromal signs of acid intoxication, interruption of 
pregnancy is imperative at any epoch. If in the first months, it avoids 
ulterior aggravation and allows insulin to act energetically. If in the last 
tri-mester, it avoids slow delivery at term and the risks which an abnormal 
foetus brings to the mother. 


J, H.. Pasir. 
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*Three cases of knotting of the umbilical cord. Aguiar. 
A case of twin pregnancy in an oblique pelvis. Bivar. 
*Treatment of eclampsia. Lisboa. 
*An interesting case. Dinheiro. 


Three cases of knotting of the umbilical cord. 

Aguiar describes three cases in which knotting of the umbilical cord 
had occurred before birth, and considers whether this condition is sufficient 
in itself to cause death of the child. 

In two cases, the child (male) was born dead and cyanosed. In the 
first it was macerated. In both, the cord was over a metre in length, 
and had a tight knot about the middle. 

In the third case, the child (female) was born alive. The cord had 
a tight knot in the middle but was normal in length. 

Abnormal length of cord seems to be a determining factor for the 
occurrence of the knot. Apparently foetal death depends on whether the 
knot is old or recent aud whether it is very close. Lefour has caleulated 
from some ingenious experiments that a tight knot is equal to a pressure 
of 150 grammes on the cord. 

Aguiar thinks that death in the second case could be attributed to 
the knot and the consequent obstruction in circulation. 

In the first case, in addition to abnormal presentation (shoulder with 
projection of arm and cord) there was a maternal history of syphilis. 


Treatment of eclampsia, 

In addition to the usual medical and pluri-grandular prophylactic 
treatment, Lisboa recommends the Zweilel-Stroganoff method. This consists 
in copious blood-letting (Soo—1,ooo grammes, Zweifel) followed by 
injections of morphine and chloral (Stroganoff). 

In 21 hours, maximum doses of morphine are injected subcutaneously, 
one at the beginning of treatment, the other three hours later. Between 
these two injections, a rectal injection of two grammes of chloral is given, 
and after the second morphine injection, three diminishing doses of chloral 
are given at intervals of about four hours. 

Lisboa’s statistics show that in 49 cases of eclampsia, the maternal 
mortality was six per cent., and the fvetal mortality was about 4o per cent. 


An interesting case. 

The case described by Dinheiro was sent into hospital with a diagnosis 
of chronic appendicitis. 

The patient, aged 42 yeais, had suffered for 15 years from attacks of pain 
in the right side of the abdomen, and for ten years had worn a belt to 
correct a supposed umbilical hernia. 

After careful gynecological examination, double adnexitis was diagnosed 
with small tumours in the right ovary and broad ligament and nuimerous 
epiploic adhesions. 

During laparotomy it was difficult to isolate the uterus, because 
of multiple adhesions of the intestinal loops to each other and to the 
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peritoneum. The uterus was conical in shape, friable and all its tissue 
had evidently undergone fatty degeneration. After freeing the adhesions, an 
unusual anatomical detail was observed— the right ovary and_ broad 
ligament were found adherent to the mesentery at the ilio-ccecal junction. 
As was expected, the appendix was congested and inflamed. 

Appendicectomy and then hysterectomy (Faure’s method) were per- 
formed. Re-peritonization had to be done. The operation lasted two hours 
and fifty minutes. The patient made a good recovery. 

Jj. Hi. FIUSHILE. 


Acta Obstetricia et Gynecologica Scandinavica. 


Vol. vi, Fasc. 3. 
*On repeated pregnancy in the same Fallopian tube. Two new cases. 
R. Hasselblatt. 
*Investigations on the influence of pregnancy and parturition upon organic 
cardiac disease. F. G. Jensen. 
On the symptomatology and diagnosis of extra-uterine pregnancy. 
F. Moller. 
*A case of mola tuberosa (Breus’s Mole). J. V. Andersen. 
Results of the treatment of uterine myomata. I. P. Hartmann. 
‘Two cases of ectasia abdominis congenita. O. Scheibel. 
A case of total absence of uterus and vagina. E.Lindqvist. 


On repeated pregnancy in the same Fallopian tube. Two new cases. 


The author relates two new cases of recurrent tubal pregnancy on the 
same side. In one of them, an incomplete salpingectomy was done at the 
first operation, only the middle third of the Fallopian tube being removed. 
After having passed through a normal labour in the meantime, the patient 
was again operated on for tubal pregnancy, which had arisen in the 
remaining lateral part of the Fallopian tube. On this occasion the whole 
Fallopian tube was removed. 


In the second case the patient had already been operated on for tubal 
pregnancy, only a medial portion of the Fallopian tube three cm. long, 
being left. Two and a half years later a pregnancy again developed in 
this tubal stump, calling for operation, at which the whole of the Fallopian 
tube was removed. 

3esides his own two cases, the author has collected 19 others, three 
ot which have not been previously published. A triple occurrence of 
tubal pregnancy in the same patient has been seen only twice. The 
possibility of recurrent preguancy in the same Fallopian tube is due to 
faulty operative technique and a disturbed process of healing. In the 
author’s opinion, it is essential always to remove the whole Fallopian 
tube with a wedge-shaped piece of the uterine cornu, and to cover the 
wound with peritoneum. 

The author rejects 23 published cases, on account of unsatisfactory 
proots or insufficient evidence, 
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Investigations on the influence of pregnancy and parturition upon organic cardiac 
disease. 

The following is the author’s summary :— 

1. Functional heart diseases and slighter cases of pregnancy toxcemia 
are of more frequent occurrence in pregnant women who have previously 
had rheumatic fever. 

2. he character and intensity of the murmurs over the cardiac region 
always undergo changes in the course of pregnancy and parturition. 
Therefore, by a stethoscopic examination alone it is not possible to deter- 
mine whether a patient can endure the strain of pregnancy and labour. 

3. There is often a recurrent toxic endocarditis or a cardiac insuff- 
ciency : this, however, never sets in suddenly. 

4. In mitral stenosis, it depends on the power of accommodation of the 
myocardium, and not on the narrowness of the stenosis, whether the strain 
can be borne. Therefore, one must always test the patient’s response to 
exertion, simultaneously determining her blood-pressure and _ pulse-rate. 

5. Independently of the patient’s age, the recurreut (toxic) endocarditis 
coincides particularly with more recent cardiac lesions, and the initial 
insutticiency with older lesions. 

6. Endocarditis and cardiac insufficiency are indications for the 
interruption of pregnancy, if they do not readily yield to treatment. 

7. Particularly during the last four to six weeks of pregnancy, there 
is special danger of circulatory disturbances. Therefore, induction of 
premature labour should be more frequently resorted to. 

8. The prognosis largely depends on regular examinations from the 
commencement of pregnancy, and on intensive treatment after the first 


symptoms of circulatory disturbances. 


A case of mola tuberosa (Breus’s Mole). 

A brief description of a case of missed abortion, resulting in a ‘“‘mola 
tuberosa.’”? This corresponded clinically and pathologically with those 
described by Carl Breus in 1892, but the author interprets the characteristic 
prominences not as hematomata in pre-formed cavities, but as resulting 
Irom distension of the intervillous spaces. 


A. GouGH. 


Japanese Journal of Obstetrics and Gynecology. 


Vol. x, No. 3, September, 1927. 
Ettects of roentgen rays on the development of embryo of the hen. 
T. Yamamoto. 

*The resistance of the gravid animal against various kinds of bacillus 
toxins. J. Sano. 

Kitects of roentgen rays upon the fetus. I. Investigation of the influence 
and etfect of reentgen rays upon the mouse fetus. S. Kosaka. 

*Study of the function of spleen in gynecology and obstetrics. I. Compara- 
tive study of the influence of spleen extirpation and exposure to 
roentgen rays upon clotting time of blood. St. Yunoki. 

*Phe influence of pregnancy, puerperium and toxemia of pregnancy on 
the absorption of pigments, St, Yunoki and S. Uchino, 


NI 
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The temperature of breasts in preguancy and puerperium. Y. Nakanishi. 

Supplementary view on ovarian tuberculosis. T. Okamura. 

A new drug prepared from ergot. Sh. Takiyama. 

*Necrosis of rectum and sigmoid due to pressure in a natural labour in 
a generally contracted pelvis. T. Oota. 

A case of primary urethral cancer. T. Kubota. 

Appendicitis complicated by pregnancy. S. Uchigaki. 

*Selected abstracts from Japanese medical journals. 


The resistance of the gravid animal against various kinds of bacillus toxins. 

Sano tound that :— 

1. When typhus, paratyphus-B, dysentery, and diphtherial bacillus 
toxins are injected into the vein of the rabbit, a certain histological change 
is present in the principal organs of the viscera. 

2. The change is fundamentally alike with every toxin. In a majority 
of organs the principal change is a degenerative one, while in the minor 
number there is an inflammatory change principally derived from an 
exudative one. 

3. All toxins possess specificity to some extent. 

4. The degree of histological change differs according to the organ. 
This ditference shows the importance of the organs in connection with 
toxins. 


5. The degree or intensity of histological change is proportional to 
the quantity of toxin injected. The quantity of toxin injected has parallel 
or proportional clinical toxic symptoms. Therefore the intensity or degree 
of histological change is in agreement with the degree of the clinical toxic 
symptoms. : 

6. The gravid rabbit has generally a higher degree of histological 
change due to toxins than the non-gravid. 


7. The reticuloendothelial cells sometimes have marked hypertrophy 
and hyperplasia in the gravid rabbit. 


Study of the function of spleen in gynecology and obstetrics. I. Comparative study 
of the influence of spleen extirpation and exposure to roentgen rays upon clotting 
time of blood, 

Delay in the coagulation time of the blood was found in the rabbit 
both after extirpation and after radiation of the spleen, the effect being 
proportional to the dose applied. Recovery commenced about a week 
aiter the exposure. 


‘The influence of pregnancy, puerperium and toxemia of pregnancy on the absorption 
of pigments. 

The absorption of colloidal acid-pigment granules is a function of the 
reticulo-endothelial system of Aschoff. Yunoki and Uchino injected congo- 
red intravenously first into gravid and non-gravid rabbits, then into 
sound non-gravid women, then into normal gravid women, and finally 
into sufterers from toxemia of pregnancy (principally of nephritis of 
pregnancy) and puerperal women and found that :— 

1. In the gravid rabbit there was a marked delay in the speed with 
which the injected pigment, Congo-red, was absorbed from the serum, 
as compared with the non-gravid. 
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2. The same marked delay of absorption of pigment was observed in 
the gravid woman, as compared with the non-gravid. 

3. The absorption was greatly interrupted in the sufferers from toxemia 
of pregnancy. 

4. It was recognized that the pigment absorption was generally inter- 
rupted in the puerperal women, but the function was comparatively labile. 


Necrosis of rectum and sigmoid due to pressure in a natural labor in a generally 
contracted pelvis. 

A primipara aged 23, with a generally contracted pelvis, the external 
conjugate diameter being 16 cm. was delivered naturally without operative 
interference after being in labour 34 hours. The patient died on the fifth 
day of the puerperium from hemorrhagic diarrhoea. At autopsy, acute 
necrosis of the rectum and sigmoid was found. Oota can find no record 
of auy similar case in the literature. 


Selected abstracts from Japanese medical journals. 
The following abstracts from various Japanese medical journals also 
appear in the Japanese Journal of Obstetrics and Gynecology :— 


‘Metabolism of a pregnant and puerperal woman.” A. Furuya (Hokuetsu 
lggakai Zasshi Vol. 4o. No. 5.) 

The author made analysis of the urine elements of a sound pregnant 
woman in the latter half period of pregnancy and in the first puerperal 
week,measuring also the body weight, which showed a regular increase, 
26 gr. a day, but no relation to the kind of nutriment. 

In the latter half of pregnancy increase the quantities of urine, urea, 
nitrogen, ammonia, creatin, salt and phorphoric acids contained in the 
urine, all being lowered to the normal value in the puerperium. But the 
quantity of calcium is lowered in the pregnancy and raised rapidly on 
the second day after labour. 


“Oxydasis reaction in the genital hypoplasia.”” T. Murayama. (Rinshdé 
Sanka Fujinka No. 4, 1927.) 

In order to determine the oxydasis reaction of Winkler in the endo- 
inetrium of the hypoplastic uterus, he applied the first method of Schultze. 
The mucosa of the uterus, the cavity length of which was below four cm., 
was used as material. In advanced hypoplasia cases complicated by 
insuthcient function of the ovary the reaction was negative even in the 
premenstruum. Generally it was slightly positive before menses, while 
the normal mucosa has markedly positive result in the premenstruum and 
also positive during the interval. 


“Influence of hysterectomy on ovaries: Experimental study.” G. 
Yoshioka (Keié Igaku No. 6, 1926). : 

Alter total hysterectomy in rabbits and albino rats, both ovaries were 
examined in diverse periods from one montlr till 12 months. 
remarkable changes were noticeable. 
changes were remarked. 


In rabbits no 
In albino rats, also no degenerative 
Follicles were well developed. The morpho- 
logical change of the ovary after excision of the uterus, if it happens, 
is due to the mechanical influence and not to the disappearance of the 
uterine functions, 


EF. BE. YT; 





REPORTS OF SOCIETIES, 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 


A Meeting of the Section of Obstetrics and Gynecology of the Royal 
Society of Medicine was held at 1, Wimpole Street, on October 21, 1927 
the President, Mr. Comyns BERKELEY, in the Chair. 


Mr. ARNOLD WALKER read a paper on 

A CASE OF RUPTURE OF THE UTERUS AFTER A PREVIOUS CA‘SARIAN SECTION 
which occurred in a woman aged 28, who was 38 weeks pregnant on 
March 17th, 1927 after the patient had taken a walk of considerable distance 
followed by a dose of castor oil. The previous pregnancy had been termi- 
nated by Czesarean section on October 27, 1925 on a tumour which was 
found filling the pelvic cavity, although it had caused no symptoms and 
Was unsuspected by the patient. 


The sequence of events which led to the rupture were: (1) A portion 
of the scar of the original Czesarean section healed with the intervention 
of fibrous tissue. (2) When the uterus hypertrophied during the second 
pregnancy, the scar tisstte was stretched until it became very thin: 
(3) When labour began, this thin area was pulled upon by the contracting 
uterine muscle in all directions until it gave way slowly at its centre. 


Mr. C. Lane Roberts, Mr. L. C. Rivett, Dr. T Watts Eden, and Lady 
Barrett took part in the discussion which followed. 


Mr. A. C. PALMER read a paper on 
THE AGE INCIDENCE OF CARCINOMA CORPORIS UTERI. 


in which an 
the earliest 
years. The 


analysis of the records of King’s College Hospital showed that 
age it was there met with was 19 years, and the oldest 72 
greatest number of cases occurred in the decade 50 to 60 
being 110 cases (53.65 per cent.). 

Dr. Herbert Spencer, Mr. W. McK. H. 


McCullagh and Dr. Donald 
discussed this paper. 


A Meeting of the Section of Obstetrics and Gynzecology was held on 
November 18th, 1927, the President, Mr. Comyns BERKERLEY, in the Chair. 


Mr. J. P. HepLey read a short communication on 


A CASE OF PAPILLIFEROUS OVARIAN CYSTS, 


describing a case which had lived twelve years after the diagnosis had 
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been made, treated by X-rays as well as operatively. Mr. Hedley said 


that she had gained considerable benefit from the result of the X-ray 
treatment. 


The condition was discussed by the President and Dr. J. S. Fairbairn. 


Dr. J. S. FArRBAIRN and Mr. T. H. Sis read a short communication on 


PSEUDO MYXOMA PERITONEI ASSOCIATED WITH RUPTURED OVARIAN 
AND APPENDICULAR DISEASE. 


CYST 


The patient was a nulliparous married woman, aged 47, and the points 
of special interest in this case were: (1) the spread of the epithelium of 
the cystoma to the outer surface of the cyst and its growth there; (2) a 
similar appearance within the appendix of the 


growth of itsmucosa on the 
central mass of organizing tissue. 


The condition was discussed by the President, Mr. J. P. Hedley, and 
Dr. Daniel Dougal. 


Mr. A. 1,, WALKER read a paper on 
DIABETES MELLITUS IN PREGNANCY, 


describing eighteen cases which he had extracted from the literature, and 
one which had occurred at the Middlesex Hospital. He emphasized the 
rarity of the condition, as his own case was the only one in ten thousand 
pregnatcies dealt with at the Middlesex Hospital. He concluded that 
pregnancy was not such a very serious complication of diabetes at the 
present time as it had been before the use of insulin. 

The subject was also discussed by Mrs. E. C. Pillman Williams and 
Mr. L.. C. Rivett. 


NORTH OF ENGLAND OBSTETRICAL AND GYNA{COLOGICAL 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynecological 
Society was held in Liverpool on Friday, October 28th, 1927, the President, 
Prof. W. FLETCHER SHAW, in the Chair. 

Mr.W. W. KiNG (Sheffield) showed a specimen of ‘‘Carcinoma of the 
Cervix arising in a case in which radium had been inserted for the treat- 
ment of menopausal bleeding.”’ 

Mrs. C. aged 50. ‘The mother of two children. Four years ago he 
treated the patient with radium sulphate in the uterine cavity for menorr- 
hagia due to a fibroid the size of a golf ball. At the time the cervix was 
noted as “‘healthy.’? There was no further bleeding until five months 
before admission, when a slight blood-stained discharge was noted. The 
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A iairly 
advanced carcinoma of the cervix was found upon examination and three 
weeks later the uterus was removed by Wertheim’s hysterectomy. She 
made a good recovery. 


The Specimen. 

The uterus was bisected after hardening. The cervix is occupied with 
an extensive growth which spreads up the cervical canal, apparently 
on the surface of the cervical mucosa. The growth appears to be 
a squamous cell carcinoma. The cavity of the uterus is only represented 
by a thin red line 1.5 c.m. long, but though the cavity is obliterated some 
of the mucosa remains. At the fundus there is a fibroid with a diameter 
of 2.0 c.m. which histologically is very compact and cellular. 

The ovaries have no ova in the cortex but marked hyaline changes 
in the vessel walls. The interest of the specimen lies only in the fact 
that carcinoma of the cervix can occur after radium treatment, and that 
in so far as the occasional occurrence of carcinoma in the stump of the 
cervix after supra-vaginal hysterectomy is a reason for total hysterectomy, 
to just this extent is there an objection to the use of radium in multiparee 
with healthy cervices. 


Mr. J. E. Stacky asked if any cervicitis had been noted as a result of 
the action of the radium before the onset of the carcinoma. 


In reply, Mr. King said that there had been no symptoms of it. 
Dr. C. P. BReNtTNALL. (Manchester) showed a specimen of 
OXYURIS VERMICULARIS IN THE UTERUS. 

This specimen appears to be sufficiently unusual to justify one showing 
it. It is a uterus removed by supra-vaginal hysterectomy, presenting 
two small tubercles, one on the summit of the fundus, the second in the 
neighbourhood of the right cornu. In the fresh state these tubercles were 
soft and when cut presented a homogeneous yellow appearance. There 
was a strong fibrous band a couple of inches long running from the tubercle 
at the fundus to the colon. No other adhesions were present. 

Microscopical section shows a female oxyuris vermicularis (common 
thread worm) preseut in each tubercle, with an enormous number of eggs 
scattered around the adult. None of these eggs contains an embryo. 

The question arises how these worms reached the uterus. The woman 
had had two previous operations; (1) in 1916, an abdominal section for 
prolapse. I suspect this was a ventral fixation of the uterus, but beyond 
the abdominal incision there was no evidence of anything having been done. 
(2) A colporrhaphy last year by myself, for the prolapse. 

I have looked up all the available text books, and the only information 
that has any bearing on this specimen is in Osler. He says the oxyuris 
may traverse the intestinal wall, and has been found in the peritoneal 
cavity, where they may form verminous tubercles in Douglas’s fossa or 
perirectal abscesses. The retroversion of the uterus associated with the 
prolapse explains the site of the tubercles in this specimen. The absence 
of adhesions in the peritoneal cavity is remarkable. 

Mr. A. GouGu asked what symptoms led to a hysterectomy. 

In reply, Dr. Brentnall said that she complained of menorrhagia, and 
he felt the uterus retroverted and fixed. 
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Dr. LeirH Murray (Liverpool)showed sections of the 
ENDOMETRIUM AND OVARY AFTER INTRA-UTERINE RADIUM. 

I cannot recall having seen at this Society any demonstration of the 
local lesions resulting from radium applied within the uterus. In the 
slides now shown a full sterilizing dose had been given four months pre- 
viously to induce the menopause for symptoms of pain and excessive 
menstrual loss. Severe pain persisted, the result, as it turned out, of 
endometriomatous ovaries, and a hysterectomy was carried out by Dr. 
W. A. Mackay of Southport who was good enough to allow me to examine 
the specimen now presented. The patient was aged 39, had been married 
four years and was nulliparous. It will be noted that the endometrium 
is represented by an avascular disorganized layer scarcely thinner than 
the normal endometrium. Round-celled deposit is abundant, glands are 
wholly absent and hyaline areas in the deepest layers and in the adjacent 
muscle are very obvious. The ovary remains well vascularized but without 
ova definitely normal. It may be that the persistence of the vascularity 
is to be attributed to the endometrioma, a small area of which is visible 
in the sections and shows no degeneration whatsoever. The contrast 
between the cauterized endometrium, and the undegenerated endometrio- 
matous tissue in the ovary is very striking and emphasizes the fact that 
radium acts primarily as a local and caustic agent. 

The PRESIDENT asked if it was generally believed that the action of 
radium introduced into the uterus was on the endometrium. 

Prof. BLatr Beit, asked what was the dose of radium given. 

Prof. Mires Pui.uirs said that he had removed three uteri after radiation 
which proved that radium exerted a destructive action on the endometrium, 
and not on the ovaries. 

In reply Dr. LeirH Murray said that the dose of radium used was 
three emanation tubes containing 18 millicuries of radium emanation and 
screened by one mm. of silver and rubber, which were inserted end to 
end in the uterine cavity for 24 hours. 

Mr. L&EYLAND ROBINSON (Liverpool) showed the following specimens :— 

(1) A taper and a crotchet hook he had removed from the uterus in 
two cases of self-induced abortion. 

(2). A foreign body he had removed from the vagina of a parous woman 
seven months pregnant; the patient sat down violently on a pot 
of vaseline and the latter entered the vulva and became impacted 
in the upper part of the vagina. 

(3) Two uteri from fatal cases of criminal abortion, showing injuries to 
the cervix alleged to have been procured by knitting needles. 

These specimens were intended to emphasize the importance of care- 
ful pathological investigation in cases of suspected criminal abortion. 
It was necessary to demonstrate the fact of pregnancy, and also to prove 
that a suspected injury is neither accidental in origin nor the result of 
disease, these points could only be determined by experts, and it was 
essential that this type of case should be submitted to a Gynecologist 
and a Pathologist in addition to a Medico-legal expert who might be 
neither. 


The PRESIDENT said that it was a difficult problem to decide one’s 
course of action in cases of criminal abortion with regard to laying informa- 
tion with the Police. 
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Dr. DonaLp asked what was the Coroner’s verdict in these two fatal 
cases. In a case of his own, he had told the Coroner that the abortion 
had been induced by the patient, and a verdict of Felo-de-se was brought in. 

Prof. BLAIR BELL once had three cases of septic abortion at the same 
time, all produced by one person. They all recovered, but he decided 
to inform the Mdicai Officer of Health, who took steps to keep observation 
on the person concerned, with the result that his activities were stopped. 

Dr. Macmurray had two cases last year which were both fatal, and 
he informed the Police. 

In reply, Mr. Rosinson said the verdicts were respectively :—Septic 
abortion, and septic abortion following self inflicted injury. He said the 
British Medical Association advised that the patient should be made to 
make a statement to the Police. He believed that in cases which recovered, 
very often nothing was done. 

Dr. F. H. Lacgy described a case of 

INVERSION OF THE UTERUS. 

A primipara aged 23 was admitted to St. Mary’s Hospital on December 
26th, 1926, suffering from acute inversion of the uterus, which had occurred 
ten hours previously after an apparently normal labour, lasting 22 hours : 
the. midwife had expressed the placenta when the inverted uterus was 
noticed; an attempt to replace it was unsuccessful. On admission the 
patient was profoundly shocked, a depression could easily be felt in the 
abdomen, the uterus was found to be inverted, and the perineum had been 
ruptured. Sedatives were given and some hours later under an anesthetic 
an attempt was made to reduce the inversion but failed owing to cedema, 
and it was feared that the uterus would easily tear. 

Aveling’s repositor was tried for two days, but failed; for the following 
three months the temperature was never normal for 24 hours, owing 
probably to the uterus becoming contaminated with faecal matter; later a 
white leg developed. 

For some months menstruation was so excessive and her general con- 
dition so bad that at one time it was thought that vaginal hysterectomy 
would have to be performed. Nine months later as the menorrhagia had 
become less and the general condition was slightly better, an attempt was 
made by pushing the bladder up and incising the cervix and anterior 
wall of the uterus, but although incised to the fundus, it was unsuccessful ; 
sutures were now passed through the fundus at the upper edge of the 
incision and‘one at each side in close proximity and the sutures were 
then pushed up into the abdomen, laparotomy performed, the sutures seized 
and the uterus easily corrected. The edges of the uterus were apposed 
and stitched without difficulty, and the abdomen closed without drainage ; 
there was slight pyrexia for two days but the patient made a good recovery. 

On looking up the reports of St. Mary’s Hospital for the years 1910— 
1925, Of 50,000 maternity cases treated, there were nine cases of acute 
inversion of the uterus, of these four died, two within half an hour of 
admission, one two hours after reduction under an anesthetic and one 
after vaginal hysterectomy. Of those who recovered three were replaced 
manually under an anzesthetic, one without an anesthetic, with no subse- 
quent shock, and in one case vaginal hysterectomy was performed. 

I have recently heard of another case in which during expression of 
the placenta, the uterus was inverted, and was immediately replaced 
without an anzesthetic, with no subsequent shock. McCullagh gives the 
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frequency as one in 30,000 most common in primipare and that it is 
usually associated with violence either as attempted expression or manual 
removal of the placenta. In all the cases which I have mentioned,where 
the notes were satisfactory there was a history of either expression or 
manual removal. This condition of inversion should certainly be always 
thought of in case of collapse following labour, particularly if there has 
been no hemorrhage. 

The PRESIDENT said he had seen three cases, one of which had been 
followed by puerperal sepsis, and later by death, due to intestinal obstruc- 
tion, caused by adhesion of a loop of intestine to the fundus uteri. 

Mr. St. GEORGE WILSON (Liverpool) showed a specimen of a 

COMPLETE INVERSION OF THE UTERUS. 

The patient, aged 30, was a iii-gravida. A healthy male child was 
delivered, with the breech presenting. Twenty minutes afterwards 
compression of the uterus was employed for bleeding, when the whole 
uterus and a part of the vagina inverted. The placenta was almost 
separated. It was removed, and the fundus uteri douched with hot lotion 
till it retracted . A tentative attempt at reposition failed, and the patient 
was treated with morphine gr. , salines and warmth for moderate shock. 
She died three hours later. The specimen consisted of the pelvis with the 
uterus and vagina inverted, showing the broad infundibulo pelvic ligaments 
greatly stretched, and the ovaries and tubes out of sight in the cavity 
of the inverted uterus. There was no intraperitoneal bleeding, and the 
bottom of the pouch of Douglas was markedly raised. 

Prof. MILES Puitiirs quoted the following figures of collected cases : 

ACUTE INVERSION OF THE UTERUS. 

184 cases collected up to 1912 (Lancet and British Medical Journal); 
43 died—23.4 per cent.; of these 17 died without treatment of any kind— 
usually before doctor’s arrival. 

Left unreduced (often undiagnosed), treated as chronic inversion, 49 
cases of whom two died of sepsis—four per cent. 

Body of uterus twisted off and torn away (by midwife), two cases—both 
recovered. 


IMMEDIATE REPLACEMENT. 

Cases. Deaths. 
Marked shock. - - = - 24—30 per cent. 
No shock - - : = o— 0 
Shock not mentioned (probably absent) : o— 0 


” ” 
” ” 
Replacement deliberately postponed until the shock had passed aff. One 
case only; she recovered. 

34 cases recorded in Lancet and British Medical Journal, 1912—1926. 
Four died—18.6 per cent; before doctor’s arrival one died. 

Left unreduced (some undiagnosed) treated as chronic inversion, seven 
cases—no deaths. 


IMMEDIATE REPLACEMENT. 

Cases. Deaths. 
Marked shock - 8. 3=-37.5 per cenit. 
No shock - - 9. o— 0 
Shock not mentioned 3 o— 0 


” ” 


” ” 
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Replacement deliberately postponed until recovery from shock; seven 
cases—no deaths 

He was of opinion that the treatment of the shock was essential before 
any attempt at reposition was made. 


Miss IveNs said that she had seen a patient who had suffered from 
acute inversion twice. 

In reply, Mr. Wiison and Dr. Lacry said that they thought that the 
cause of shock was due to stretching of the peritoneum, with possibly 
compression of the ovaries in the inverted uterus, and the treatment in 
the first place was that of the shock. 


Mr. W. W. Kuinc (Sheffield) described :— 


A SEVERE CASE OF CONCEALED* ACCIDENTAL HASMORRHAGE TREATED BY 
EXPECTANT METHODS, AS OPPOSED TO HYSTERECTOMY. 


At a recent Meeting of the Society, I read a paper in which I called 
attention to the fact—already noted by others—that in concealed accidental 
heemorrhage the uterine muscle shows no histological evidence of disease 
or degeneration. I further pointed out that the muscle is functionally 
active and capable of strong contractions as witness the cases in which 
operators have treated these cases by Ceesarean section alone and the 
uterus has contracted well. The case now reported presents further clinical 
evidence of the activity of the uterine muscle, for in spite of the fact 
that she was admitted in extremis, when labour began it was rapidly 
completed with strong pains. 

The clinical and histological evidence seemed to support Fitzgibbon’s 
statement that laparotomy has no place in the treatment of concealed 
hemorrhage. In my opinion it is more logical to treat the effects 
of shock and hemorrhage by blood transfusion and thromboplastin than 
by more or less violent surgical trauma. 

Doubt was privately expressed by my friends as to whether I would 
actually have the courage to put these theoretical conclusions into practice, 
and for this reason, I want to report the following case, which was a 
severe one, which I treated on these lines. 

The patient, aged 46, was eight months pregnant with her twelfth 
child. Her pregnancy had been normal until 14 hours before adinission, 
when, without warning, she had the following sequence of symptoms; 
faintness, repeated vomiting and acute abdominal pain. There were delays 
in getting medical assistance and arranging for admission to hospital, aud 
so it was 14 hours before she arrived at the Jessop Hospital on March 7th, 
1927. She was then extremely ill—almost dying. Her face was pallid, her 
mouth and tongue were dry, and her respirations were short, jerky and rapid. 
The pulse was uncountable at the wrist, but it was counted at the cardiac 
apex at 180. The temperature was sub-normal The uterus was tense, hard 
and apparently tender. Her condition was such that it required no clinical 
acumen to realize that she was a hopeless surgical risk. 

She was given 500 c.c. of defibrinated blood and 2.0 c.c. of thrombo- 
plastin. This appeared to cause some improvement and the blood-pressure 
taken immediately afterwards was 100. She gradually went downhill again 
and in two hours as the blood-pressure had fallen to 80 another transfusion 
of citrated blood was given. This time the improvement was sustained 
and the blood-pressure remained at 100. She now had a slight vaginal 
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discharge of blood, and labour began. It was normal and rapid,and she 
spontaneously delivered twins four hours later (ie. six hours after 
admission). Two pounds of blood clot were passed with the children. There 
was no post-partum haemorrhage, and she made an uninterrupted recovery. 

I may mention that there was just a cloud of albumen, but no casts 
in the urine on admission, but that it disappeared in 48 hours. 

I do not claim that the fact of this woman’s recovery is a proof that 
the views expressed in my paper were correct. But I do claim that it 
demonstrated that some apparently desperate cases can be so treated and 
that in spite of all the uterus was able to effect delivery in four hours after 
the onset of labour. 

Dr. WELLOTT said the treatment was difficult to decide. He did not 
believe in Caesarean section, though he had done it. He believed in 
expectant treatment as a rule. = 

Dr. LeitH Murray described the following cases :— 

(1) SQUAMOUS CARCINOMA OF CERVIX OCCURRING FOUR YEARS AFTER 

REMOVAL OF APPENDAGES. 


The patient from whom the specimen was removed, when first seen 
in March, 1922, was 36 years of age, married four years and sterile. Her 
complaints were pain and abdominal swelling. Examination showed fixed 
enlarged tender appendages, and a large cystic right ovary. At operation 
on 22nd March both appendages were removed for bilateral hydrosalpinx 
(the right side being blood-stained) with a small adherent cystic ovary 
on the left side and a large unilocular cyst on the right side showing 
cubical epithelium in its wall and containing albumen but no _ pseudo- 
mucin in its 35 ounces of fluid. A small sub-serous fibroid was removed 
and a ventral suspension done. 

When next seen in June 1926 a cauliflower growth from the cervix 
(squamous carcinoma) filled the upper part of the vagina and a history 
of three months bleeding was given. The uterus was freely movable and 
after the fungating mass had been removed an extended hysterectomy was 
carried out. This was the easiest Wertheim operation I have ever per- 
formed. The lack of vascularity was most remarkable, and the specimen 
shows well how wide a dissection was done. There were no glands and 
no adhesions from the previous operation. Within two months she was 
given, as is my usual custom, an application of radium at the Manchester 
and District Radium Institute. In spite of the casy and thorough operation, 
she had a serious recurrence in the shortest time I have ever known such 
a thing to happen, and by 30th December was reported from the Institute 
as having developed ulceration in the rectum. She died the following May. 

In presenting this case, I would like to ask the Members whether 
they consider there was any direct connection between the removal of 
the appendages and the development and degree of malignancy. It seems 
strange that such a thorough operation in a cauliflower type of carcinoma 
(usually considered particularly favourable, from an operability point of 
view) should have had such an early and bad result. My experience of 
post-operative radium does not lead me to place the discredit there. 

There are some who assert that mutilation of the uterus—as in a 
sub-total hysterectomy for fibroids—is inadvisable even with a virgin 
os. Although doubting their dictum one is tempted to ask whether a 
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lesser mutilation such as removal of the appendages with or without excision 
of the fundus can possibly be considered a factor in relation to later 
malignancy. 

(2) COLUMNAR AND SQUAMOUS CARCINOMA CO:EXISTING IN A UTERUS. 

The specimen shown was removed from a nulliparous married woman 
aged 53 who had ceased menstruating 18 months previously and had had 
for four months a foul blood stained discharge. The uterus was definitely 
enlarged and carcinoma corporis was diagnosed. The cervix was smooth 
except at one point where a non-friable small nodule was felt which was 
believed to be a small retention cyst. The patient was enormously fat, 
weighing just over twenty stone, and total abdominal hysterectomy 
(20/1/24) was no easy operation. The vagina was so narrow that no 
procedure by that route could have been carried out. The patient had 
thereafter four radium treatments and is alive to-day and free from 
recurrence. 
The specimen presents two different types of growth in a uterus four 
inches long (1) a fungating growth in the corpus and (2) a dense infil- 
tration extending from the external os upwards for two and a half inches. 
Sections demonstrate the malignancy to be of a different type in the two 
areas. Above is a columnar carcinoma as seen in the carcinoma of the 
body, while lower down is found a squamous carcinoma with massive 
processes of squamous cells surrounded by very considerable round celled 
deposit. The nodule in the vaginal cervix is obviously an area of squamous 
carcinoma not yet broken down. 


Dr. DonaLD remembered a case which had developed carcinoma of the 
cervix after having had both ovaries removed. He removed the uterus 
by vaginal hysterectomy, and there had been no recurrence in five to 
six years. In his experience the cauliflower type of growth was the 
most malignant. 





Dr. J. EK. GEMMEL agreed that the cauliflower type of growth is most 
malignant. 


In reply Dr. LeitH Murray said that at the operation there was no 
sign of thickening in the blood ligaments, aud he was astonished at the 
early recurrence of the growth. 


Mr. St. GEORGE WILSON (Liverpool) read a short paper on 
TWILIGHT SLEEP. 


He said that he had investigated the question of twilight sleep or 
scopolamine narcosis on the lines recommended by the Committee appointed 
by the Section of Obstetrics and Gynzecology of the Royal Society of 
Medicine ‘in 1917. He had treated a series of 32 cases which consisted 
of 16 primigravidee and 16 multiparee. He considered his results under the 
various heads of the proforma used. 

Precautions taken to exclude sensory impulses. 

A quiet room was selected, which could be darkened. Cotton wool 
soaked in oil was placed in the patient’s ears. She was kept in bed, 
and discouraged from talking, and conversation was carried on in whispers. 
Observations were made, and the delivery carried out by the light of 
a small shaded lamp. 
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Time of injections, drugs employed and doses. 

Injections were commenced in primigravidee when the cervix was 
dilated to the size of two fingers, and in multiparee when labour had 
definitely commenced. The first injection consisted of Omnopon gr. 2/3 
(Roche) and Scopolamine hydrobromide gr. 1/450 (B &W). Each subse- 
quent injection consisted of Scopolamine gr. 1/450. In no case was the 
Omnopon repeated. The second and third injections were given at hourly 
intervals. Subsequent injections were given at longer intervals, from one 
and a half to two hours, according to the condition of the patient. 

If labour ceased entirely, as it did in four cases, the injections were 
withheld until it recommenced. 

Average number of injections—Primigravidee four to five. 

Multiparee four to five. 

The injection of pituitary extract was employed in 17 cases (nine 
primigravide and eight multiparae) chiefly in the second stage, to augment 
the expulsive contractions of the uterus. The amount of pituitary extract 
for a single injection never exceeded .25 c.c. 


Time of delivery of the child and placenta. 
Duration of labour. 


Primigravide. Average duration of labour. - -  - 14 hrs. 45 mins. 
after commencement of treatment 5 oe (48 x 
Multipare. Average duration of labour. oe 16 hrs. 26 mins. 
after commencement of treatment Coa. Ie 
The longer period in multiparze is explained by the exceptional length 
of some of the labours. 
Effects on Uterine Contractions. 

In all but two cases, the uterine action was altered by the injections. 
lengthening of the intervals between the contractions was the chief 
alteration. The strength and duration of individual contractions were also 
diminished. These changes were most marked between the second and 
third injections, i.e. in the second hour, and can be ascribed to the 
action of the omnopon, for, in the majority of cases, the pains increased 
again in force and frequency to culminate in expulsion of the foetus. In 
four cases labour ceased altogether during the treatment, in one case 
for 18 hours, another for six, and in two others respectively, for four 
and two hours. 

Voluntary Expulsive Efforts. 

These did not arise automatically, but, as a rule, the patient made 

voluntary expulsive efforts when instructed to do so. 


Maternal pulse, respirations and blood-pressure. 

The pulse and respirations were unaltered. Observations on the blood 
pressure during labour did not show any relation between the height of 
the blood pressure in mills. of mercury, and the character and frequency 
of the uterine contractions, and, as a rule, it was noted that the blood 
pressure tended to fall during labour. 

Subjective Symptoms. 

Thirst was noticed in every case. Nausea occurred in a few cases. 
Some of the patients complained bitterly of the pain, especially in the 
second stage. 
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Objective S¥mptoms. 
Sleep between the pains was present in every case, slight restlessness 
and moderate amount of mental confusion were noted, as being associated 
with the uterine contractions in the most successful cases. Marked 
restlessness, difficult to control, and tending to occur in periods of uterine 
relaxation was an indication for postponing the next dose of scopolamine. 
Uncontrollable excitement was never seen. 
Condition of Reflexes. 

The pupils were normal and reacted to light. The corneal reflex was 
also normal. 

Memory of objects shown. 

A key or a pair of scissors was usually the object shown to the patient 
for the memory test. The memory of the object was lost in only two 
cases,but recognition of the object shown was never at fault. 

General anesthesia was only induced in five cases at the end of the 
second stage, in three cases for forceps extraction, and in two cases 
in which it was feared amnesia had been lost owing to the interval over 
which injections had been stopped when labour had ceased. 

Mode of Delivery. 

Delivery of child was spontaneous in all but four cases, in which forceps 
were used. Forceps were employed in two multiparze with contracted 
pelvic outlet, and in two primigravide, one with twins and the other 
with poor pains and a rigid perineum. In the latter cases analgesia was 
so good that an anzesthetic was unnecessary. 

Delivery of Placenta. 

In one case the placenta was delivered by Créde’s manceuvre. In nine 
cases, it was noted that hemorrhage associated with the third stage was 
more than usual, but never excessive. 

Condition of the Child. 

In one case the child was still-born. This occurred in a primipara 
with premature rupture of the membranes and weak pains. In the other 
cases the child was born alive, and survived and was discharged healthy. 
In the majority of cases the child showed varying degrees of opimcea, 
but all cried sooner or later on being left alone in a warm place. All the 
babies were thirsty for the first 24 hours. 

Sleep after delivery. 

Sleep after delivery was encouraged, and it was found that the better 
the sleep the more successful was the case. 
Amnesia and Analgesia. 

The establishment of amnesia only was attempted, as the condition 
of analgesia signifies too great an intoxication. 

Islands of Memory, were produced by stimuli being apperceived during 
a lessening of the amnesia. The memory test was valueless however 
applied. The best guide was the condition of the patient between the 
pains, and her reaction to uterine contractions. The optimum condition 
was that of somnolence between the pains, with a moderate degree of 
restlessness and muttering delirium associated with uterine contractions. 
Three groups of cases. 

(1) Complete amnesia when the patient remembered nothing of the 
labour. There were 17 cases, 
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(2) Incomplete amnesia, when the patient had islands of memory formed, 
aud remembered incidents during the labour. There were 12 cases. 

(3) Failed amnesia. There were three cases. 

Puerperium. 

The condition of the patient was markedly better than in normal cases. 
There was less exhaustion. Three cases of pyrexia occurred. (1) Pyuria 
(2) Suppuration of perineum. (3) Retention of membrane and delayed 
involution of the uterus. 

Lactation was normal in all the cases. 

The conclusions he came to in this series were :— 

(1) The treatment is very good for the mother, lessening the mental 
and physical strain of labour, but it exacted unremitting atteution from 
both doctor and nurse. 

(2) The uterine actions definitely diminished, and so labour tends to 
be prolonged. This may be counteracted, however, by the use of pressor 
substances, or by artificial methods of delivery. 

(3) There is no danger to either mother or child, if the effects of the 
injections are carefully observed. 

(4) The memory test is useless. 

(5) Strict precautions must be taken to exclude all adventitious stimuli. 

In discussion, the PRESIDENT said that Twilight Sleep was much boomed 
when it was introduced 20 years ago. It then fell into disrepute, and now 
was the time to take a clear and dispassionate view of it. He did not 
make use of it to any great extent. The great disadvantage was the 
amount of time it took up. 

Dr. Lacky asked if Mr. Wilson had noticed an abnormal number of 
persistent occipito posterior positions of the vertex. He thought that the 
apnoea was due to delivery rather soon after the injection of morphine. 
He used ether at the end of the second stage to diminish the pains, and 
it tended to stimulate the infant. He agreed that the use of pituitrin was 
necessary to stimulate uterine contractions. He gave scopolamine gr. 1/100 
for the first dose and gr. 1/200 subsequently. He thought a good nurse 
was essential and attention to the bladder was necessary. 

Prof. Mires Puitiirs asked if the patients complained of dryness of 
the mouth. He also said that the preparation of scopolamine used was of 
importance. 

In reply, Mr. WILSON said that he had not had any persistent occipito 
posterior positions in this series. He did not consider it was true twilight 
sleep if an anaesthetic were used. He had not had any patients who 
remembered their thirst during the labour. 


A Meeting of the North of England Obstetrical and Gynecological 
Society was held in Sheffield on November 25th, 1927: 
Prof. W. FLetcHer SHAW was in the Chair. 

Mr. CARLTON OLDFIELD (Leeds) showed a specimen of 


The President, 


CARCINOMA Corports UTERI, 
showing, (1) Fibroids which were treated by Apostoli’s method 35 years ago. 
(2) Sarcomatous tissue. 
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The specimen was removed from an unmarried woman 75 years of age. 
She had symptoms, slight abdominal pain and blood stained discharge 
for three weeks. The uterus which was slightly enlarged, was first 
explored with the curette, and as the tissue removed was malignant pan- 
hysterectomy was done. The patient, in spite of her age, bore the operation 
well, and never had a rise of temperature. 

Professor. STEWART reports on the specimen as follows :— 


The uterus contains both an endometrial malignant growth and several 
fibroids, the latter of necrotic aspect. 


Microscopically. (1)The endometrial tumour is a very cellular and 
active-looking adeno-carcinoma, which is invading the muscle to a moderate 
extent. (2). The largest fibroid cut, shows total necrosis, but curiously 
without any appreciable calcifications. (3) The uterine wall at one point 
close to the large necrotic fibroid shows a form of sarcomatous change. 

Apostoli’s treatment was carried out by Mr. Keith 35 years ago for fibroids 
producing menorrhagia, the treatment being applied three or four times. 
The bleeding was not checked at once, but continued for two or three years, 
the menstruation became almost normal in amount for a year or so before 
the menopause. The patient had been quite well since.The chief interest 
of the specimen is the condition of the fibroids, and the question arises 
whether their unusual shrunken appearance is due to the Apostoli treat- 
ment or is only the ordinary atrophic change. Then there is the question 
of the sarcoma-like tissue. Is it really sarcoma, as Professor Stewart thinks 
it is? If so, the combination of carcinoma and sarcoma is remarkable, 
and the question arises as to whether the electrical treatment has anything 
to do with the malignant diseases. 

THE PRESIDENT said that he was of the opinion that fibroids should be 
removed early. 

Prof. Mies Purtiirs described Apostoli’s method, which consisted of 
passing an electrical current through the tumour. 

Mr. W. GouGu (Leeds) showed a specimen of an 


UnusuaL ABDOMINAL, TUMOUR: 

The patient, Mrs. S. aged 60, had suffered for 18 months from indigestion 
and heartburn, and recently from severe attacks of abdominal pains, 
with violent vomiting. Examination showed a very hard tumour extending 
from the pubes to above the umbilicus. It was very movable. Pelvic 
examination showed no abnormality. A provisional diagnosis of solid 
ovarian tumour with torsion of pedicle was made and operation decided 
upon. At operation, 15th November, 1927, it was found that the tumour 
could be pushed up under the ribs. On opening the abdomen, the tumour 
was seen to be in the lesser omentum, with the stomach stretched along 
its lower border. It was removed without any great difficulty, the only 
strong adhesion being to the stomach. The bare area on the stomach 
wall was stitched over and the abdomen closed. Microscopic examination 
showed the specimen to be a pure myoma. It weighed 15 Ib. 

CARCINOMA OF THE CERVIX EXHIBITING A SARCOMA-LIKE STROMA, 

Mr. W. W. KING (Sheffield) showed a specimen of carcinoma of the 
cervix, whose microscopic structure in places so strongly resembled sarcoma 
as to mislead even a highly experienced pathologist in a somewhat hasty 
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examination. When, however, further sections were cut from other parts 
of the growth, the true carcinomatous nature of the growth was at once 
recognised. It is probable that some of the so-called ‘‘sarco-carcinomas”’ 
of the cervix are of the same nature. 

The PRESIDENT said that specimens diagnosed as sarcomata were very 
often difficult to prove, especially in specimens of fibroids. He asked if 
fibroids ever undergo sarcomatous degeneration, or does the sarcoma arise 
outside the fibroid ? 

Prof. MILES PHILLIPS thought that sarcoma may arise in a fibroid. 

Prof. DouGLas said that sarcoma may rarely arise in a fibroid. Often 
cells found resembling sarcoma, which are realy degeneration in the cells 
of the fibroid, and are not really malignant. 


Dr. BripE (Manchester) showed the following specimens :— 


I. LIQUEFACTION OF A FIBROMYOMA. 

This specimen consists of the uterus containing a tumour, which 
appears to be a fibroid having undergone necrobiosis and almost complete 
liquefaction during the puerperium. 

I was called to see the patient on account of severe bleeding about six 
weeks after her confinement. The labour, which was her first, had been 
prolonged, probably on account of her age, 34 years, but had been normal 
otherwise and no obstetric interference had been necessary. The third 
stage had been normal and no unusual swelling of the uterus had been 
noticed. The puerperium was uneventful, and the lochia had quite dis- 
appeared by the end of three weeks. A week before I saw her she had 
been up and had felt quite well until one day while out walking she had 
a very severe hemorrhage. This continued with several occasional losses 
for a week, when I saw her. On examination I found the vagina full of 
clot, and there was a large softish regular swelling reaching up to the 
umbilicus and lying over to the right. This was very tender, the patient’s 
pulse was 104, her temperature 99 F., and she was very anemic. She 
told me that her menstrual periods had previously to marriage been regular 
every 28 days for four days, and no menorrhagia. 

I operated on the 29th October, 1927, and found a large regular tumour 
the size of a five months pregnancy, which I removed by supra-vaginal 
hysterectomy. On incising the tumour after operation, I found a thin 
walled distended cavity containing upwards of a pint of thick dark-red 
fishy smelling fluid. The cavity was lined by a yellowish necrotic mem- 
brane. 

Dr. BamLey has written the following report on the specimen :— 

The specimen consists of the uterus and right appendages removed by 
supra-vaginal hysterectomy. The posterior uterine wall contains what, 
to the naked eye, appears to be a necrotic fibroid, about the size of a 
cricket ball. On incising the tumour a quantity of hemorrhagic fluid 
escaped. This consisted of a serous fluid containing blood corpuscles, but no 
organisms. The wall of the cavity was yellow, and its surface was heavily 
corrugated. The remains of the fibroid growth presented the appearance 
of a red fleshy mass, irregular in shape. 

Microscopically. (1) A section of the uterine wall to include the fibroid 
capsule shows the capsule to be composed of a mass of granulation tissue, 
The uterine wall itself contains scattered areas of round celled infiltration. 
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(2) A section from the paler portion of the fibroid mass shows advanced 
hyaline change in a somewhat cellular type of fibrous tissue. 
(3) A section from the fleshy mass shows advanced necrobiosis. 

Histologically, one concludes that the appearance of this tumour is 
due to an infection of a fibroid, which had already undergone red degeuera- 
tion. There is no evidence of malignancy. 

Stevens in speaking of these cystic changes, considers they may account 
for some cases of disappearance of a tumour after pregnancy, though 
the symptoms generally call for operation, as did in this case, the severe 
hemorrhage and pyrexia. Bland-Sutton, in ‘Tumours, Innocent and 
Malignant,” mentions the conversion of fibroids into cysts filled with 
chocolate fluid, which process he calls autolysis. Fletcher Shaw and 
Lorrain Smith on the Pathology of red degeneration, Journ. of Obstet. and 
Gyn. 1909) do not appear to have encountered so complete a case of lique- 
faction as this one, nor have I traced such a case in the short time at my 
disposal The patient made a good recovery. 

Prof. FLETCHER SHAW said he had never seen such marked liquefaction. 

Dr. Leiruo Murray said that liquefaction was common He had done 
myomectomy in similar cases. He did not think they were infective. 

Mr. W. W. KING said that fibroids often shrink after liquefaction. 

(2) Massive CARCINOMA OF THE CERVIX. 

This speciinen of carcinoma of the cervix I am bringing to your notice 
because of its great size. I have not seen one so large, and I wondered 
if any other members had encountered one. It consists of the uterus 
and appendages removed by Werthcim’s hysterectomy, and a week 
previously, I had removed; by sharp spoon and cautery as much growth 
again for it practically filled the vagina. There were some points of 
interest in the history of the case. The patient was 35 years of age, 
and she had been confined 11 months previously of her first child. She 
stated that she bled slightly all the time while carrying the baby. She 
came under my care in December 1926, and had been bleeding then more or 
less continuously, for three months, though before that her periods had 
been normal. She did not complain of pain or of bladder or rectal symptoms. 
The operation occupied three quarters of an hour, and it was one of the 
easiest that I have met with. Radium was exhibited on February 11th and 
March 25th, and she was asked to present herself for it in July and August, 
but did not do so. She died on August rith, but I have not yet ascertained 
the cause of death. I presume it was due to a recurrence of the growti.. 

Microscopically, the growth is a solid alveolar carcinoma, involving 
chiefly the posterior cervical lip. 

The case illustrates the extreme rapidity of growth in a young woman 
and. particularly after pregnancy, and the rapid recurrence alter an 
apparently complete and casy operation. 

Dr. Ler Murray said that in these cases the operation was easy, but 
recurrence was very likely to occur. 

Dr. GouGu said that recurrence was carly in the cauliflower growth 
because glands are carly invaded. 

Prof. Mines Puitiirs said the glands are early invaded. He drew 
attention to the routine examination on the tenth day of the puerperium. 
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Mr. W. W. KING said these growths are relatively less malignant than 
those arising in the cervical canal which rapidly invade the pelvic 
cellular tissue. 

The PRESIDENT was also of this opinion 

Mr. J. Eric Stacey (Sheffield) showed a specimen of 

FIBROMA OF THE Ovary. 

The patient was a ii-para aged 47 years. She had noticed swelling 
of the abdomen for 20 years, worse since last child seven years ago, and 
excessive for the last two weeks. The circumference of the abdomen was 
57 inches. A large, smooth encapsulated tumour of the right ovary was 
removed. It contained spurious cysts from hyaline degeneration 
and weighed 26 pounds. There was no ascites. Microscopically _ it 
resembles a fibroma of the uterus. 

Dr. BRIDE commented on the absence of ascites, which he believed 
to be the rule. He had removed one weighing eight pounds from a woman 
aged 7o. 

Dr. LeirH Murray said that these tumours became enlarged by 
degeneration. 

Prof. Minks Pum..irs said that a tumour of 88 pounds was the biggest 
recorded. He did not think that ascites was present as a rule. 

Dr. Hunter (Manchester) read notes on a case of 

Lockep TwIns. 

There are so few accurately recorded cases of locked twins in the 
literature that the following case, which I attended both before and during 
labour, seems sufficiently interesting to put on record. 

The history was as follows : Mrs. J. aged 25, primigravida, L.M.v. 
2ist February, 1927. General health during pregnancy had been excellent. 
During an antenatal examination by the doctor at the 38th week, he 
discovered an oblique lie of the child, for which there was no apparent 
cause, and which he was unable to correct. 

When I examined her ten days before term, the fundus uteri was at 
the ensiform cartilage, and uterus was prominent at the upper pole above 
the umbilicus and scaphoid below. To the left of the umbilicus a fairly 
large foetal head could be felt and what appeared to be a breech was 
palpated in the right iliac fossa. No presenting part could be seen in 
the lower uterine segment. On vaginal examination the os was closed, 
the presenting part was high up, and what appeared to be an elbow 
was felt with difficulty. On auscultation the foetal heart could be heard to 
the right and just above the umbilicus. The pelvic measurements were 
normal, and no tumour could be felt to account for the malpresentation, 

An attempt was made to rectify the position of the child by external 
manipulation, but the foetal head could only be moved about an inch, 
and on moving the hands it immediately returned to its original position. 
External manipulation was persevered with for about 15 minutes, but 
without any alteration in the position of the child. 

Diagnosis. This presented many points of interest. The fact that the 
pelvis was normal and roomy and that her general build was that of a 
well developed woman excluded the possibility of the malpresentation 
being due to bony deformity, Was it an obstructing tumour, or was it 
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a complication of multiple preguancy? If it were the former, the only 
tumour which could cause such extreme fixity was a uterine growth, 
possibly a large fibroid, but as she was only 25, had no previous history 
of menorrhagia, had become pregnant immediately after marriage, and 
had no symptoms such as pain or tenderness during pregnancy, this possi- 
bility was excluded. Moreover, no abnormal mass could be palpated. 

The second possibility—that of multiple pregnancy was thought the 
most likely possibility, one foetus in some way interlocking with the 
other, but careful examination failed to reveal more than one foetal heart 
on auscultation or more than one foetus in palpation. It was thought that 
the child that could be palpated was being in some way displaced by 
a smaller twin, possibly an acardiac or deformed foetus. As she was 
ten days off term, she was instructed to come into Hospital a week before 
term, in order to undergo X-ray examination. On the 2oth November, two 
days before she was due to come into Hospital labour commenced and 
she was sent to St. Mary’s Hospital. 

On admission she was having strong pains. The abdomen was less 
scaphoid than before, and the foetal head had moved backward somewhat, 
and could only be palpated with difficulty. On vaginal examination, the 
cervix was half dilated, the membranes intact, and a foot could be felt through 
the membranes on the right side. On the left a large rounded foetal part 
could be felt high up; it did not feel like a breech, and if a breech it felt out 
of proportion to the size of the foot. Fear of rupturing the membranes made 
further examination inadvisable, and it was thought to be hydrocephalic 
foetus doubled upon itself in the utero. As the cervix was dilating well and 
the pains were good,labour was allowed to go on. Six hours later the os 
was fully dilated, and as the membranes were bulging at the vulva they 
were ruptured. <A foot presented, but in spite of strong pains, no further 
progress was made, so the other foot was brought down easily and extrac- 
tion proceeded with. Considerable difficulty was experienced in bringing 
down the child’s body, and there was still further difficulty in bringing 
down the arms. On putting a hand into the vagina for the Smellie Veit 
method of delivering the after-coming head, I had difficulty in finding the 
mouth. More careful examination showed that the head in the vagina 
belonged to a second child presenting by the vertex, while high up above 
this, on the left side was the head of the first child. It was then seen to be 
a classical case of locked twins. An attempt was made to push up the head 
from the vagina, but it could not be moved. Extraction of the first child 
being impossible, it was decapitated, the head pushed up and the second 
child was easily delivered alive by forceps. 

Both twins were males, and the placenta and membranes showed them 
to be uniovular.. The first, which was decapitated, weighed four and 
three-quarter pounds and the second three and one-quarter pounds. It 
seems probable from the fixity of the positions in utero that the twins 
were locked or intertwined in utero before labour began. Possibly the 
umbilical cords were wrapped round the two so as to hold them together, 
or the limbs were entangled. Had it been possible to take an X-ray 
photograph a more certain diagnosis might have been made. 





